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FOREWORD 


The Quarrerty Review or SuRGERY AND SuRGICAL SPECIALTIES provides a 
systematic plan, organized for the purpose of making available a concise and 
authoritative presentation of the current progress, trends, and attitudes in all 
branches of surgery and the surgical specialties. Compiled from every dependable 


source, this plan covers all state, national, and special journals as well as the bul- 
letins, reports, ete., of the clinics and hospitals. Presented briefly but without 
sacrificing essential detail, these highly significant data are further enhanced by 
comments of the members of the Editorial Board, based upon the summarizing of 
their own clinical experiences as well as those of other recognized authorities. All 
data are classified and published under the following headings: 
1. Anesthesia and Analgesia 10. Abdominal Surgery 10--H. Pancreas 
2. Preoperative and Postop- 10-—-A. Abdominal Wall 10-1. Spleen 
erative Therapy 10—B. Hernia 11. Proctology 
Tumors 10--C. Peritoneum 12. Genito-urinary Surgery 
. Neurosurgery 10-—D. Stomach and 13. Gynecologic Surgery 
. Head and Neck Duodenum 14. Vascular Surgery 
. Plastic Surgery 10 —E. Intestines 15. Orthopedic Surgery 
Thyroid and Parathyroid 10-—-F. Appendix 16. Traumatic Surgery 
Thoracic Surgery 10—G. Liver and Biliary 17. Miscellaneous 
. Breast Tract 18. Book Reviews 

The Quarrerty Review or OrORHINOLARYNGOLOGY AND BRONCHOESOPH AGO- 
LoGY, with its distinguished Editorial Board headed by Chevalier L. Jackson, is 
incorporated in the Ouarrerty Review or SURGERY AND SURGICAL SPECIALTIES. 

It is believed that this plan will assist the reader quickly to locate articles of 
current interest and will prove most helpful in making readily available the refer- 
ences necessary in the compilation of bibliographies on surgical subjects. Under 
each classification, immediately following the abstracts, there are published refer- 
ences to current articles not abstracted. 

\ section entitled International Record of Surgery is to be included at the 
beginning of the Surgery Section. The Record Section consists of advanced clinical 
and experimental reports. 

The suggestions and comments of our readers will be gratefully received. 

Henry \N. Harkins, M.D., Department of Surgery 
University of Washington, Seattle 5, Washington 
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It has been said that the recent great advances in cardiac and vascular surgery have 
been effected by technical improvements and by such adjuncts to good surgery as 
anesthesia and supportive measures. However, it is probably nearer the truth to say 
that they have been made possible because of the great experimental effort in many 
laboratories throughout the world, where basic research in these fields has been con- 
ducted by young but experienced surgeons. 

The following is not intended to be a comprehensive review of the entire field of 
major vessel surgery, but rather a general expression of the present methods of treat- 
ment 


ANOMALIES OF THE AORTIC ARCH 

The most certain diagnostic sign of coarctation of the aorta 1s the absence of pulsa- 
tion in the abdominal aorta” and vessels of the lower extremities, with hypertension 
or normal pressure in the upper extremities.** Evidence of collateral blood supply ts 
usually present over the interscapular area. Following the first reports of successful 
treatment of coarctation, a great many of these patients have been operated on with 
excellent results.?'4*4* It has become apparent from the operative findings that the 
distinction between the infantile and adult types is not so definite as was supposed. 
On the contrary, these two frequently merge in their anatomic characteristics. Fur- 
thermore, the type has less prognostic significance than was formerly believed. Since 


3 99 


the average age at death of those who retain their abnormality is approximately 35 
years, operation is indicated in most instances. The procedure is more easily per- 
formed before the age of twenty, for thereafter permanent changes have usually 
occurred in the great vessels, and the numerous dilated and tortuous collateral vessels 
make the dissection more hazardous and tedious. Most satisfactory results are ob- 
tained with direct end-to-end approximation, but at times the left subclavian artery, 
or an arterial homograft, can be used when the defect is long, or when an associated 
aneurysm requires resection of a long segment.4*!" The operative mortality rate in 
this group of patients is approximately 10 per cent. 

Closure of a patent ductus arteriosus usually results in the complete restoration of a 
normal cardiac status. The diagnosis, which can generally be made without the use 
of special investigative diagnostic procedures, is based upon the finding of a continu- 
ous machinery-like murmur in the left second interspace, with the characteristic 
blood pressure findings of a wide pulse pressure and a low diastolic pressure. The 
great majority of those who retain this anomaly succumb to heart failure, subacute 
bacterial endocarditis, or aneurysm before middle age. It is recommended, therefore, 
that all patients beyond the age of three years who are found to have this lesion 
should have it closed regardless of whether or not it is producing symptoms. Under 
very rare circumstances, the ductus may be needed in support of other congenital 
vascular anomalies, but this is usually apparent, or the diagnosis of uncomplicated 
patent ductus cannot be made. Closure of the ductus can be effected by division and 
suture or by the multiple ligature method. In experienced hands, both are effica- 
cious.'* #*°? All the clinical features of a patent ductus may be simulated by an aortic- 
pulmonary septal defect. Most of these lie too close to the aortic valves or to the 
coronary orifice to permit closure; but occasionally they may be further along on the 
two vessels, thus allowing closure by ligatures or division.4**?.* 

Other malformations of the aortic arch may or may not produce symptoms. Situs 
inversum viscerum, which is associated with a reversal of the heart and great vessels, 
is usually of academic interest only. The same is often true of the right aortic arch. 
However, abnormal subclavian or pulmonary arteries or a double aortic arch may 
course behind the esophagus or in front of the trachea and, by compression, produce 
symptoms of cyanosis, stridor, or dysphagia, requiring operative relief.?*4!.47 


BLOOD VESSEL GRAFTS 

The broadening field of vascular surgery has emphasized the need for blood vessel 
grafts to replace defects in major vessels caused by congenital or acquired lesions. A 
vast effort has been made in experimental laboratories to test the feasibility of using 
arterial homografts for this purpose. 16,17, 18, 20,26, 27, 46,53, 58, 59,71, 72,73, 77, 78, 83,56, 94,99, 102 

Much of the early work has been repeated, but new approaches have also been 
developed. The main investigative effort has been directed toward developing meth- 
ods of preserving arterial segments and determining their eventual fate after trans- 
plantation. Preservation by formalin has not proven to be as satisfactory as other 
methods. Nutrient media will maintain the viability of the graft for weeks or even 
months, but their use requires personal observation; and there is the further possible 
disadvantage of loss from bacterial contamination. Preservation by quick freezing 
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has the advantage of requiring a minimum of attention and the possibility of storing 
at low temperatures for at least a year. More recently, lyophilized grafts have been 
studied. They are first frozen, then lyophilized, after which they may be stored under 
vacuum at room temperatures for long periods of time. It is not clear which of these 
will emerge as the most satisfactory method of storage. It is clear, however, that 
such a vascular segment does not live after transplantation to the host, and that it is 
replaced by cells which penetrate it from the adjacent tissue.275* A new, thick 
intima lines the graft by growth from the ends of the recipient vessel. Degenerative 
changes, sometimes to a serious degree, develop in most homografts, which raises 
the question of their eventual fate when used in young individuals. Vein autografts 
have shown up well in the laboratory. They thicken, become similar to arteries in 
appearance, do not usually degenerate, but, not having a well-developed smooth 
muscle layer, they do not possess the elasticity of arteries. 

On the clinical side there is already a large experience with the use of blood vessel 
grafts. Homografts have been used to replace defects in great vessels caused by coare- 
tation of the aorta, arteriovenous fistulas, aneurysms, acute injury, arteriosclerosis, 
and the operative removal of malignancies.*!4?."?.'! Vein autografts have been 
shown to be excellent as substitutes for segments of arteries the size of the femoral and 
caroud, but have not been established as replacement for portions of the iliac arteries 
and the aorta.” *”** Vein grafts have been shown to be effective when used as inlays 
in aneurysms.'’** Recently an aneurysm of the abdominal aorta has been resected, 
with re-establishment of continuity of the aorta and its bifurcation by means of a pre- 
served human arterial graft.*! 


AORTIC ANEURYSMS 

Aortic aneurysms continue to challenge each succeeding generation of surgeons, 
but a steady improvement in the methods of treatment is apparent. One might ex- 
pect a decrease in the number of aortic aneurysms as a result of the better and more 
widespread treatment of syphilis, but greater longevity, with its inevitable degenera- 
tive diseases, may compensate for this by causing more arteriosclerotic aneurysms. 
Thoracic aneurysms are more apt to be due to syphilis, but the great majority of ab- 
dominal aneurysms are caused by arteriosclerosis. The latter are commonly fusiform 
and occur below the renal vessels. Their growth is insidious, and symptoms —throb- 
bing, abdominal pain, or backache-appear for the most part after there has been an 
appreciable increase in size. About two-thirds of the patients who have an abdominal 
aneurysm will die from rupture of it.** Diagnosis can usually be made from physical 
findings. Roentgen studies of the abdomen will often show the calcified wall or dis- 
placement of the viscera. Visualization by means of aortograms, using an opaque 
medium such as 75 per cent sodium iodomethan, is very helpful, not only to establish 
the exact location relative to the renal vessels, but also to determine how much throm- 
bosis there is within the sac.*: 1%. 25. 29. 35, 40, 49, 54, 55, 66.54 

The treatment of an abdominal aneurysm is directed toward obliteration, limiting 
its expansion, or reconstruction of the aorta.‘ '5 Proximal 
ligation above the aneurysm is a hazardous procedure, since erosion of the aorta at 
the site of the ligature is apt to occur, with fatal hemorrhage. Improved instruments 
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for inserting long lengths of fine wire into the aneurysmal sac have been described, 
and this method has recently gained in popularity. Although it has been suggested 
that the mass of inserted wire be heated to favor thrombosis,’ :'' others hold that cold 
wire is equally efficacious, if sufficient length is inserted. The production of a marked 
fibrocytic response around the aneurysm by means of polyethylene film impregnated 
with dicetylphosphate has been found to be a satisfactory method of containing the 
enlargement, and its use with other materials as a band around the aorta, proximal 
to the aneurysm, has been suggested.?* Resection of an abdominal aneurysm, with 
replacement by an aortic homograft, has been performed successfully.*! Further efforts 
in restorative surgery can be expected, perhaps emphasizing the principles of endar- 
terectomy, in conjunction with methods which support the weakened wall. 

Thoracic aneurysms are frequently saccular and therefore present opportunities for 
obliteration not possible in the fusiform type."’* It is now apparent that if the ad- 
jacent aorta is not badly diseased, it may be possible to resect small saccular aneurysms 
of the aortic arch, with restoration of continuity by vascular repair. Under favorable 
circumstances, it has been possible to wrap the neck of a saccular aneurysm with 
reactive polyethylene film, causing gradual occlusion and thrombosis. Enclosing the 
whole sac with this material is often feasible." Results from wiring thoracic 
aneurysms have not been very satisfactory. 

The technical feasibility of resecting a segment of the aorta containing a coarcta- 
tion and an associated aneurysm, and replacement with an aortic homograft has been 
amply demonstrated.4?""" In this condition there is an established collateral blood 


supply which permits one to occlude the aorta during the repair. In the presence of an 


acquired thoracic aneurysm without coarctation, however, there is no established 
collateral to maintain the viability of the spinal cord and to ensure renal function 
during occlusion of the aorta. Shunting procedures have been used experimentally to 
avoid these difficulties. On at least one occasion, a lucite tube was used clinically to 
maintain the circulation, while a fusiform aneurysm of the descending aorta was by- 
passed with a homograft.*® Although the immediate result was satisfactory, the 
patient subsequently succumbed to a mediastinal abscess which arose in the unresected 
aneurysm. 


THROMBOTIC OBLITERATION OF THE AORTIC BIFURCATION 

This syndrome is characterized by an insidious thrombosis of the terminal portions 
of the abdominal aorta. The occlusion is so gradual that collateral circulation has 
time to develop and is, therefore, quite distinct from embolic obliteration, which 
occurs suddenly. The terminal aorta is often heavily involved in arteriosclerotic 
changes, with ulceration and fragmentation of the intima, favoring thrombosis. 
Usually these patients are young male adults, but it does occur in women. The 
symptoms, which are those resulting from poor blood supply, include: inability to 
maintain a stabile penile erection, extreme fatigability and muscular atrophy in the 
lower extremities, poor healing of foot and leg wounds, absence of aortic and distal 
pulses, and the usual signs of circulatory deficiency .** °°? 

The operative treatment of this condition usually consists of bilateral lumbar 
sympathectomy. This has been combined with resection of the thrombosed area to 
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increase the effectiveness of the denervation and to limit the spread of the thrombosis. 
Most surgeons in this country prefer sympathectomy alone. These procedures have 
improved the circulation by opening the collateral channels. More recently, resection 
and replacement by arterial homograft of the terminal aorta and bifurcation have 
been accomplished successfully.*! An equally important contribution toward the 
treatment of this and similar conditions in the great vessels is endarterectomy. One 
can safely predict that more procedures of this type will be performed in the future as 
clinical and laboratory experience increases. 


POPLITEAL ANEURYSMS 

We may also expect an increase in the occurrence of popliteal aneurysm as a result 
of increasing longevity. This aneurysm usually occurs in elderly arteriosclerotic 
individuals who may present themselves for treatment because of the popliteal swell- 
ing or because of pain from local or distal ischemia. Operations upon these patients 
are frequently hazardous because of their age and generally poor cardiovascular status. 
However, if conditions are not too unfavorable, it is advisable to recommend opera- 
tion, since thrombosis in the sac may extend into the distal vessels or occlude them 
by embolization, and because of the distinct possibility of rupture. Treatment by 
proximal ligation has been largely supplanted by lumbar sympathectomy, followed 
by resection of the ancurysm.* 51.98 

If preliminary testing by temporary occlusion of the popliteal artery shows a grossly 
inadequate collateral blood supply for the foot, it will be necessary to plan some form 
of vascular graft. 


ARTERIOVENOUS FISTULAS 


The treatment of choice for an arteriovenous fistula involving the great vessels ts 


generally considered to be quadruple ligation with excision.****! In spite of an 
apparently adequate collateral blood supply, such treatment is sometimes followed by 
symptoms of poor nutrition and of poor functional capacity.’ Such observations as 
these led to the development of procedures which preserve arterial continuity, such 
as endoaneurysmorrhaphy, transvenous repair, lateral suture, resection and suture, and 
blood vessel grafting. 74.75.7697 


Objections to arterial repair are based upon observations made on fistulas of long 
standing in which degenerative changes have occurred. The most common of these 
are thinning and dilation of the proximal artery, arteriosclerosis, and calcification of 
the vessels involved in the fistula. These factors favor poor healing of the site of 
repair, resulting in postoperative hemorrhage or the formation of an aneurysm. The 
thinning and dilation of the proximal artery, which can extend throughout the aorta, 
may predispose to the formation of an aneurysm, following quadruple ligation.” In 
spite of this, quadruple ligation with excision is the operation of choice in fistulas of 
long standing where an adequate collateral circulation usually has formed. In 
arteriovenous fistulas of several months’ duration, it is possible, and usually prefer- 
able, to restore normal arterial circulation. This is especially true in young indi- 
viduals with healthy arteries. One should wait until all reaction to the injury has 
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subsided. It may then be possible to separate and preserve both artery and vein, if 
the communication is small, repair the artery through the open vein or sac, or bridge 
a defect with a blood vessel graft. It is usually possible to obtain a vein autograft 
through the same incision, but if this is not feasible, the saphenous vein may be used. 
Arterial homografts have also been employed. 


THROMBO-ENDARTERECTOMY 


A fundamental contribution in the treatment of arteriosclerotic occlusion of great 
vessels has been made by European Reestablishment of patency 
in such occluded vessels is based upon the observation that the diseased intima, with 
a portion of the media, can be separated in a cleavage plane and removed with relative 
ease. The occluding inner layers contain cholesterol, calcium, and organized thrombi, 
the results of long-standing arterial degeneration. This procedure has been applied to 
the vessels of the lower extremities and terminal aorta. Three possible complications 
of the operation are postoperative hemorrhage, thrombosis, and the development of an 
aneurysm in the involved segment ata later date. Bleeding may result from difficulties 
with closure of the exploratory incision or from areas which have been weakened by 
disease or damaged during the operation. Thrombosis has not occurred so frequently 
as one might have expected, probably because of the size of the vessels and the free 
flow of blood through them. Routine postoperative heparinization, followed by 
dicumaro! or regional heparinization, has been recommended for these cases.**** 
Based upon experimental studies, fascia lata has been used to protect the weakened 
wall.'®**1°5 In time, a new intima grows over the denuded area; whether it arises 
from the adjacent intima or by “mutation” from the cellular layer which forms 


initially, is a matter of conjecture. The results of this procedure have been very satis- 
factory, and one can predict that it will continue to occupy a secure position in the 
armamentarium of vascular surgery. 
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ABSTRACTS 


ANESTHESIA AND ANALGESIA 


30. A T-Piece Technique for General Inhalational Anaesthesia. A Safe Method of 
Reducing Operative Bleeding. JOHN BULLOUGH, Southport, England. Brit. 
M. J. 4748:28-30, Jan. 5, 1952. 


Use of the T-piece principle of inhalational anesthesia is offered as a safe and 
satisfactory method of reducing operative bleeding in most cases. The technic 
described is a development of Ayre’s technic. The author’s technic differs from 
Ayre’s technic as follows: no additional apparatus is required, endotracheal in- 
tubation is unnecessary, nitrous oxide is the main agent used, air is excluded from 
the inhaled mixture, minimal quantities of supplementary agents are required, a 
change to a semi-closed technic is rapidly achievable, and the passage of gases 
through the 


is different. The technic can be used for adults or children, and 
for any type of operation; there need be no explosion hazard. 

Ayre’s technic is described; it has the following disadvantages: additional appa- 
ratus is required ; endotracheal intubation is essential; a change to other inhalational 
technics cannot readily be made; artificial inflation of the lungs is not readily 
achievable; large quantities of ether are used; there is an explosion hazard. The 
author’s technic overcomes these disadvantages. 

futhor’s lechnic: The “T” consists of the two large-bore lengths of corrugated 
rubber hosing, with connections and metal T-junction supplied as standard appa- 
ratus with any circle-type absorption unit. A face mask or endotracheal adaptor 
is attached in the usual place. One end of the hosing is plugged in to any continuous- 
flow type of apparatus (e.g., Boyle’s) just distal to the reservoir bag; the other end 
is left open to the atmosphere. Eight litres per minute of fresh gases are passed 
through the apparatus, i.e., 6 litres of nitrous oxide and 2 litres of oxygen. Volatile 
agents are added at the discretion of the anesthetist. The two lengths of hosing 
form the horizontal limb of the ““T;” the patient takes gases from it via the face- 
piece mount, which forms the vertical limb of the “T.” A change to a semi-closed 
technic is made by blocking the open end of the hosing with the hand, simul- 
taneously opening the expiratory valve mounted on the metal T-junction. 

A second way of applying the T-piece principle using a standard absorption unit 
(without soda-lime), e.g., Coxeter-Mushin or Marrett’s, is described. 

The physics of the technic is outlined to explain how air is excluded from the in- 
haled mixture and carbon dioxide accumulation in the apparatus prevented. 

The clinical application is described, details of a technic for a mastectomy 
being given as an example. It is recommended that the patient be well settled by 
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another technic before applying the T-piece. An open technic may be used for a 
child, intravenous thiopentone for an adult. [t is important that breathing should 
be quiet and regular since, if the tidal exchange exceeds 600 c.c., air may enter the 
patient’s lungs with rapid lightening of the level of anesthesia and possible return 
to consciousness. Trichlorethylene in low concentration is suggested as the volatile 
supplement (though others may be used) and fractional doses of pethidine or 
thiopentone as intravenous supplement, thus eliminating explosion hazard. By 
applying the open end of the hosing to his ear, the anesthetist may listen to every 
breath that the patient takes, providing positive evidence of the state of the airway 
and respiratory exchange. 

The disadvantage of the technic is the large quantity of gases used, but these 
are cheap compared with intravenous drugs. The technic is superior to open mask 
and insufflation technics. | reference. 3 tables.—-Author’s abstract. 

31. Classification and Management of Reactions lo Local Anesthetic Agents. 0x 
S. SADOVE, GORDON M. WYANT, LLOYD A. GITTELSON, AND HENRY E. KRETCHMER, 
Chicago, Hl. J. A. M. A. 148:17-22, Jan. 5, 1952. 


The authors divide the subject into two parts. In the first part they discuss the 
factors influencing the toxicity of local anesthetic drugs. These are (1) suscepti- 
bility of the patient; (2) total weight of the drug injected; (3) concentration of 
solutions; (4) characteristics of the area to be injected; (5) rate of injection: (6) 
the patient’s general condition, and (7) other factors influencing toxicity. They 
discuss in some detail how each of these factors influences the possibility of untoward 
reactions. 

The second part of the paper deals with the classification proper of reactions to 
local anesthetic agents and emphasizes the treatment to be adopted for each type 
of reaction. 

It is stressed that several of these reactions may appear in one and the same 
patient, but that one of them is preponderant and that treatment must be directed 
toward this particular main reaction. Central nervous system stimulation and 
depression are the most common reactions encountered, apart from those in section 
If of the classification. The latter, namely reactions not due to local anesthetic 
agents, are probably the most common. So-called allergic responses are very rare. 

The authors consider it of great importance that a detailed classification be 
adopted, such as the one put forward in this paper, in order that a clear idea may be 
gained as to the correct treatment to be instituted in each case.—- Author's abstract. 


32. A Consideration of Anesthesia during Carinal Resection. 4. B. FRIEDMANN 
AND BE. EMMA, New York, N.Y. Anesthesiology 12:740-44, November 1951. 


The surgical procedure involving pneumonectomy, accompanied by the re- 


section and open anastomosis of the trachea, carina or contralateral bronchial wall 
under the direct vision of the surgeon, creates a problem in the maintenance of 
anesthesia. Technical surgical difficulties render the use of a closed endobronchial 
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technic unsatisfactory. The dangers of an open tracheal or bronchial stump, 
which include the possibilities of mediastinal shift or flutter, obstruction by aspira- 
tion and suboxygenation, are evaluated and discussed. These difliculties have been 
overcome by the use of a No. 14 French endobronchial catheter and institution of 
an insufflation technic. Traction sutures are utilized to minimize mediastinal 
movement. Adequate respiratory exchange can be preserved by these measures. 
\ suggestion is made that the electrophrenic respirator be used to augment respira- 
tious if apnea occurs during the critical period when respiration cannot be directly 
controlled. 15 references — Author's abstract. 


PREOPERATIVE AND POSTOPERATIVE THERAPY 


33. Intra-Arlerial Transfusion of Blood. CHARLES 8. WHITE AND DONALD STOBBS, 
Washington, D.C. J. Internat. Coll. Surgeons 16:716-23, December 1951. 


In the treatment of hemorrhagic shock, we have depended on the intravenous 
transfusion of blood or plasma, but in the particularly active hemorrhage, the de- 
pletion of the arterial tree may be so rapid that even the coronary arteries are 
depleted and cardiac arrest follows. Such hemorrhages are not uncommon as an 
obstetrical complication, gastric and duodenal ulcers, and accidents of major 
surgery. 

While Halstead probably first suggested the use of fluids intra-arterially, the 
transfusion of blood was of recent origin, and perhaps Samuel Seely contributed 
more than anyone else to its clinical application. 

We found that the injection of blood intra-arterially in cases without a palpable 
pulse, following hemorrhage, responded in a remarkable manner, No elaborate 
apparatus was required for its administration, although several devices for sup- 
plying pressure and excluding air have been devised and recommended. 

The radial artery was the authors’ choice because it was easily exposed and per- 
mitted the surgeon to continue with the operation, which happened to be the situa- 
tion in most of the authors’ cases. It was only necessary to elevate the donor 
flask about five feet to obtain sufficient pressure. After the first 100 cc. of blood 
was introduced, the stimulation of the pulse was noted. There is no fixed limit to 
the amount of blood which may be given in this manner, although after 500 or 
1,000 ce. the intravenous method can be substituted. 

Delay in employing this method will defeat it. A tray with suitable instruments 
and dressings should be kept in constant readiness and a person or a team should 
be available at all times to proceed with the transfusion, in many cases carried out 
in the patient’s room. 

The following indications seem justified: (1) severe hypotension of hemorrhage 
(for resuscitation); (2) failure or ineffectiveness of intravenous therapy; (3) failure 
of the right side of the heart, as in pulmonary congestion or coronary occlusion; 
(4) certain types of arterial or cardiac surgical intervention, such as operation for 
coarctation of the aorta or mitral stenosis, and (5) conditions in which intravenous 
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transfusion is impossible, in which circumstance one should use the artery and not 
cut down on the vein. 

Additional experience reported by others may modify or radically change the 
proposed indications as well as the technic of the procedure. 9 references. 1 
figures. Author's abstract. 


Kvery hospital should have this emergency tray ready. This is a very limely article. 


J. F. 


TUMORS 


34. Ftbrosarcoma of the Ertremities. Pp. KLEITSCH, Omaha, Neb. Post- 
grad. Med. 17:41-48, January 1952. 


Fibrosarcoma is the most common important tumor of the extremities. The 
pathologic aspects of these tumors, which are important from the clinical point of 
view, are the pronounced tendency toward invasion into surrounding mesenchymal 
tissue, a pronounced tendency to recur unless radically excised, and the danger to 
the patient of recurrence and vascular metastases. Radical excision of the tumor 
without attempting to dissect away its attachments is the minimal surgical pro- 
cedure. Recurrence of a sarcoma after an attempt at local excision is an indication 
for amputation. Selective cases are reviewed to illustrate the problems often en- 
countered in dealing with this disease. 18 references. | table.— Author's abstract. 


Radical excision of the tumor with all its attachments is the minimal procedure. 


HEAD AND NECK 


35. Neck Dissections in the Treatment of Cancers of the Head and Neck. v. 1“. ©. 
BARCLAY, Minneapolis, Minn. Ann. Surg. 134:828-33, November 1951. 


The authors examined the records of 221 patients on whom formal neck dissec- 


tions had been performed between 1935 and 1950, a 15 year period. The three 
procedures used were: complete neck dissection; the suprahyoid neck dissection; 
and the supra-omohyoid neck dissection. The first named includes excision of the 
supraclavicular triangle, sternocleidomastoid muscle, and the internal jugular vein, 
together with all of the associated lymphatic tissue from the level of the clavicle to 
the base of the skull, usually combined with dissection of the submental and contra- 
lateral submaxillary triangle. Lately, the posterior belly of the digastric muscle 
and the stylohyoid muscle have also been included in the dissection. The supra- 
hyoid neck dissection consists of the excision of the contents of the submaxillary 
triangle including the submaxillary gland. When a bilateral dissection is performed, 
the submental triangle is also cleared. The supra-omohyoid neck dissection is 
similar to the complete operation except that, inferiorly, the dissection begins 
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where the omohyoid muscle crosses the sternomastoid muscle, leaving the supra- 
clavicular space untouched, 

The immediate mortality rate was 3.1 per cent, which compares favorably with 
the mortality rate following other more widely used surgical procedures for treating 
cancer. Continued advances in anesthetic technic, nutritional management, and 
antibacterial therapy may soon permit lower mortality rates. All patients dying 
in the hospital or within 30 days of operation were considered operative failures. 
The most frequent complication was local wound infection. A five year survival 
rate of 58.6 per cent was obtained in a group of 104 patients with advanced cancer 
of the lip; 28.4 per cent with 52 patients with other cancers of the head and neck. 
Such survival rates in patients with relatively advanced cancers speak for a wider 
use of the procedures used in this series. 

The successful treatment of cancer of the head and neck requires close coopera- 
tion between surgeon and radiotherapist and a continuity of care, so that each 
agent or procedure used in treating the patient is applied at the optimum time. 
Most complications can be avoided by careful planning, gentle dissection, and good 
supportive care. Massive antibacterial therapy and excellent anesthesia are of 
Vital importance in the combined procedures. 1 figure. 6 tables. 10 references. 


The use of neck dissections in 221 patients with head and neck cancer is adequately 
reviewed. The authors’ mortality and survival rales are comparable to other published 


resulls.— En. 


PLASTIC SURGERY 


36. ACTH in Plastic Surgery. HERBERT CONWAY AND RICHARD B. STARK, New 
York, N.Y. Plast. & Reconstruc. Surg. 8:351-77, November 1951. 


The present contribution deals with observations on conditions of special interest 
to plastic surgeons such as epithelization of wounds, homotransplants of skin, the 
treatment of keloids, and the management of burns. In a case of Cushing's disease, 
the formation of granulation tissue and of fibrous tissue was observed to be markedly 
inhibited, and the rate of epithelization was delayed as compared with that of a 
control patient. In experimental animals, homotransplantation of skin was un- 
successful in spite of treatment with ACTH. However, the thromboses of tiny 
vessels near and beneath the homoplastic grafts apparently were prevented in more 
than half of the experiments. Such thromboses occurred regularly prior to slough 
of homoplastie skin grafts in animals untreated with ACTH, and their development 
was considered as a contributing factor to failure of such transplants. Also, a 
clinical case is reported of a patient in whom homotransplants of skin were unsuc- 
cessful despite therapeutically effective doses of ACTH. A group of patients with 
keloids were also observed. In 2 cases ia which excision of the keloids was followed 
by ACTH therapy, the keloids have not recurred after 5 and 8 months, respectively. 
In 4 cases ACTH was injected directly into the keloids in a mixture of ACTH and 
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hyaluronidase. These patients were all relieved of their symptoms of pain and 
itching. In one case the keloid became much softer and less erythematous. — It 
thus seems possible that ACTH may prove of value in the treatment of keloids. 
The early reports of dramatic results from administration of ACTH in the 
management of burns have been neutralized by later accounts of complications and 


even death following its use in such cases. For this reason the attitude concerning 
its use for the treatment of burns should be one of inquiry and clinical investigation. 
37 references. 12 figures. 


The use of ACTH in plastic surgery, with particular reference lo homografts, keloids, 
and burns is discussed. The authors feel thal the drug may be of value in both preven- 
tion and treatment of keloids, although their evidence is nol conclusive. Ils lack of 
value in the application of homografts is now well established. En. 


37. The Effect of ACTH and Corlisone on the Survival of Homologous Skin Grafts. 
EDWIN H. ELLISON ET AL., Columbus, Ohio. Ann. Surg. 134:495-505, Sep- 
tember 1951. 


The six investigators responsible for this paper carried out a study of the life 
cycle of extensive homologous skin transplants in 4 patients receiving continuous 
ACTH therapy and in | patient receiving cortisone; 1,160 square inches of split 
thickness homologous skin from 24 donors were grafted on 4 patients, aged 9 to 
19 years, all of whom were receiving ACTH; 96 square inches of homologous skin 
from one donor were transferred to one patient, aged 64 years, who was receiving 
cortisone. There was reason to believe that the mechanism responsible for the 
inevitable failure to survive of homografted skin might be controlled and = pro- 
longed or permanent survival of such skin grafts made possible by the administra- 
tion of ACTH and cortisone. The assumption was that the cause of failure is due 
to an antigen-antibody reaction. Because ACTH and cortisone have been effec- 
tive in controlling such an immune response, it was conjectured that use of either 
of these might enable homologous skin grafts to persist permanently or at least to 
survive beyond the expected period. In none of the 5 patients reported on at 
length was any evidence adduced that ACTH and cortisone prolong the survival 
of split thickness homologous skin grafts in man. 


Other observations made in the course of the study were: the fate of homologous 
skin grafts is unrelated to blood types; the initial graft of an interval series of skin 
homografts determines the course of all subsequent homografts; the insidious re- 
placement of small skin homografts by the recipient's own skin may grossly simu- 
late permanent survival of the homograft. 8 figures. 7 references. 


The authors report the failure of ACTH and cortisone to prolong the survival of 
homografts. Their findings agree with those of other observers in refuting the rather 
overenthusiaslic claims which appeared when these drugs first became available. 

One might question the validity of the conclusion on the basis of one instance that the 
course of the initial homograft delermines the fale of subsequent homografts.—Ev. 
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NEUROSURGERY 


Platybasia: Congenital Skull Malformation Simulating Degenerative Brain 
Disease. JAMES PETER MURPHY, Washington, D.C. Quart. Rev. Psychiatry 
& Neurology 7:5-7, January 1952. 


\ case is reported of a 24 year old nurse, complaining of ataxia, headache and 


blurring of vision. Neurologic findings resembled those seen in multiple sclerosis. 


\-ray studies disclosed congenital malformation of the base of the skull (platy- 
basia). Decompressive surgery (cerebellum and brain stem) completely relieved 
symptoms and the neurologic status improved markedly. The report is offered 
in illustration of how an oceasional patient may be rescued from the limbo of 
supposedly degenerative and, therefore, untreatable neurologic disease. 2  refer- 
ences, 3 figures..—Author’s abstract. 


39. Vanagement of Residuals of Injuries to Spinal Cord and Cauda Equina. 
LEWIS J. POLLOCK, BENJAMIN BOSHES, ISIDORE FINKELMAN, HERMAN CHOR, 
ALEX J. ARIEFF, MEYER BROWN, KNOWLTON E, BARBER, JOSEPH G. KOSTRUBALA, 
LOUIS B. NEWMAN, AND BENJAMIN H. KESERT, Chicago, Hl J. A. M.A. 146: 
1551-63, Aug. 25, 1951. 


\bout 300 veterans suffering from injuries to the spinal cord and cauda equina 
are in constant residence in the medical wards of the United States Veterans Hos- 
pital at Hines, [linois, under the care of the Medical Neurological Service, Con- 
sultants in neurosurgery, general surgery, orthopedic surgery, plastic surgery, 
genitourinary surgery, medicine, and physical medicine were appointed to this 
service. Each was responsible for their particular specialty. This plan has operated 
admirably since 1946. 

Pain: That pain which occurs below the level of the lesion which is diffuse, often 
imperfectly localized, and described by such words as burning, tingling, stinging, 
aching, a pins and needles sensation, or sharp and shooting pains alone is con- 
sidered. In other words, it partakes of the character of a paresthesia. To explain 
such pain, many theories have been advanced. Practically all call upon the inter- 
mediation of the sympathetic nervous system. 

When, for some reason, a lower extremity of an injured cord may have been 
amputated, the phantom or ghost persists and the burning pain is projected into 
the amputated extremity. This indicates that no centripetal impulses originating 
from the limb are responsible for the pain. In cases where a spinal fluid block is 
present, spinal anesthesia below the block does not cause the pain to disappear, 
although all reflex activity ceases. On the other hand, spinal anesthesia of the 
distal end of the proximal segment above the block causes the pain to disappear 
during the anesthesia. All of these indicate that the site of origin of “burning pain” 
is the distal end of the proximal segment of the spinal cord. It further indicates 
that posterior rhizotomy and sympathectomies are doomed to be futile. 

Because in a number of cases recovery may occur to varying degrees when com- 
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plete paralysis of motion and sensation may have been present for some time, the 
indication for cordotomy must be carefully assessed. As time elapses after injury, 
this type of pain recedes from consciousness and, therefore, conservative manage- 
ment has been justified. 

Spasms: Spasms constitute a serious disability not only in respect to discomfort, 
but also in interference with the healing of bed sores, genitourinary care, rehabilita- 
tion; they rarely lead to fractures and dislocations. 

Surgical procedures are the only measures affording relief. They are obturator 
nerve section and anterior root rhizotomy. With respect to the latter, we feel that 
since recovery of function was observed in 24.6 per cent of cases, unless an anatom- 
ical section of the spinal cord exists, one should be very conservative. This is 
indicated the more by the fact that these spasms, especially pseudospontaneous 
ones, diminish in time both in regard to numbers and severity. They begin, in- 
crease, continue, then diminish. In 1946 their severity necessitated tying many 
patients to bed, chair, or frames, which is rarely necessary now. 

Decubili: There is no uniformity of opinion as to the cause of decubiti or so-called 
trophic ulcers. Some consider it to be solely neurogenic, others, solely traumatic. 

The most rapidly destructive ulcers appear soon after injury. They oceur more 
frequently in complete than in incomplete lesions. There is a descending per- 
centage of ulcers as the levels of injury descend. The incidence of ulcers diminishes 
as time elapses after injury. The average numbers of ulcers per patient diminishes 
as time elapses after injury; the length of time necessary for spontaneous healing 
is less when an ulcer appears for the first time a long time after injury. When sensa- 
tions of pain and temperature return in varying degrees soon after injury few ulcers 
subsequently appear. This leads us to believe that there is a large neurogenic factor 
in the production of decubiti and so-called trophic ulcers. Prevention and early 
treatment are important since patients injured and treated elsewhere for the first 
six months and then sent to Hines show a much higher incidence of ulcers than 
those first treated at Hines. 

Bladder: The most disastrous consequence of injury to the spinal cord with 
respect to mortality is the impossibility of urinating normally and the consequent 
infections of the genitourinary tract leading to disease of kidneys and uremia. 

The immediate consequence of injury is retention of urine whether due to a 
spastic sphincter or paralysis of the detrusor. Suprapubic drainage was instituted 
immediately after injury in 30.6 per cent of cases and indwelling catheters in 13.3 
percent. The treatment became modified, and in April 1946 urethral tidal drainage 
was used in 85 per cent of cases, and only 4 were on suprapubic drainage. 

Despite considerable recovery of motion and sensation, normal bladder function 
was recovered in only four of our cases. However, some part of ability to start, 
empty, stop, or feel urination occurred in the recovering cases. 

The authors attempted to discontinue tidal drainage and encourage automatic 
function as soon as possible. This resulted in a progressive diminution of numbers 
of patients on tidal drainage; thus in April 1916, about 85 per cent of the patients 
were on tidal drainage, and in 1950, only 10.6 per cent. In 1950 33 per cent of the 
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patients had indwelling catheters, including those with tidal drainage; 40 per cent 
of those without catheters needed no external device, whereas, in 1948 only 4 per 
cent wore none. There was a progressive diminution in numbers of patients with 
serious infections, with numbers of infections per patient, and with incidence of 
bladder stones. 

Bowel: After injury, regularly spaced periodic enemata were the rule for emptying 
the bowel. In 1946 practically all of the patients transferred to us were on enema 
control. As time elapsed, the tonicity of the external sphincter diminished, and, in 
addition, an automatic or reflex bowel function developed similar to the bladder. 
In 1950, in 63 per cent of cases reflex evacuation had been brought about; in 18 
per cent automatic bowel movements occurred; in 85, enemas were necessary, and 
in the remainder, manual extraction was necessary. The time at which reflex 
defecation can be brought about may be as short as 3 weeks; it is usually a few 
months. 

Recovery: The potential recoverability of an injury to the spinal cord or cauda 
plays a part in decisions concerning treatment and management of such cases. Some 
recovery has been found in 24.6 per cent of 378 patients studied, of sensory function 
in 21 per cent, and motion in 20 per cent. Of these, 25 per cent had a slight re- 
covery, 40 per cent moderate, and 26 per cent marked, the last consisting of ability 
to walk without braces or crutches, or only with the aid of braces and a cane, or 
only a cane, or recovery of one lower extremity, or of thighs and legs, not feet and 
finally walking without appliances. 

Recovery was more frequent in cervical and lumbar lesions. The earlier the 
recovery, the better would be the final function. However, marked recovery could 
occur when the first sign of recovery was as long as five months after injury. 

Of interest is the observation that in 37 per cent of the 93 recovering patients 
psychic erection was possible; emissions occurred in 17 per cent; sensation of orgasm, 
in 14 per cent. 

Physical Medicine and Rehabilitation: To bring out certain general principles, 
549 patients with lesions of the spinal cord and cauda equina treated by the physical 
medicine and rehabilitation service were analyzed. It was found that the outlook 
for these patients is not discouraging and that the substitution of useful function is 
possible. As the level of injury descended, the accomplishment of all required 
activities was greater, and a shorter time was necessary for their achievement. 
Greater degrees of rehabilitation were possible in the incomplete lesions. The chief 
complications retarding rehabilitation were decubiti, spasms, contractures, and 
genitourinary complications. In all, the required accomplishment was lessened, 
and the time necessary for their completion increased. Time after injury plays an 
important part in final achievement. The earlier the treatment was instituted, the 
better the results and the shorter the time necessary to achieve them. 

Stale of General Health: The A/G ratio was disturbed more frequently than the 
existence of severe anemias or hypoproteinemia in our early experience. In 1948 
only 4 of 150 patients studied had significantly low total protein and a mild secon- 


dary anemia was present in only M4 cases. Within a surprisingly short time after 
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injury there is a marked loss of weight, ranging from 10 to 120 pounds, with a mean 
of 55.6 pounds. Diabetes insipidus, disturbed sugar metabolism, orthostatic 
hypotension, reflex hypertension, pyrexia in hot weather occurred in lesions of the 
cervical and upper thoracic spinal cord attesting to the defects in regulation of 
autonomic functions, There was no disturbance of appetite, hunger, thirst, or 
their satiation as the direct results of injury. Although uremia was frequently the 
cause of death, the numerous antecedent successive results of disease, injury, and 
surgery led to the final failure of the kidneys whose function had already been dis- 
turbed by infection and other pathology. 

\dministration: As the result of improvement in the physical state of the patients 
with respect to genitourinary infections, decubiti, and general state of health, there 
has resulted a lessened need for transfusions, and as tidal drainage and enemata have 
diminished in number, the indications for larger personnel of attendants and nurses 
has progressively decreased. 

The early disciplinary problems relating to insubordination, alcoholism, and 
gambling have diminished in importance so that the problems concerning adminis- 
tration have now assumed the character of those presenting themselves in any 
medical or surgical ward. 4 references.—-Author’s abstract. 


Carefully controlled studies of this kind in such a large group of paraplegic patients 


can yield data of greal physiological inlerest as well as demonstrating the value of a 
coordinated therapeutic approach. In view of the recent experimental evidence regarding 
regeneration in the cord, it is interesting to speculale whether this factor may have been 
operalive here as well.—A. A. W., Jr. 


THYROID AND PARATHYROID 


40. Radioactive lodine as an Adjunct to the Surgical Management of Diseases of the 
Thyroid. BROWN M. DOBYNS, Boston, Mass. Surg. Gynec. & Obst. 93: 
115-27, October 1951. 


The general principles and physiologic considerations underlying the application 
of radioactive iodine in Graves’ disease, nodular goiter, and carcinoma of the thy- 
roid are reviewed, Lack of function in a nodule as indicated by in vivo counting 
with radioactive iodine should increase suspicion of malignancy and prepare the 
surgeon for making an adequate operation, or at least indicate the removal of the 
lesion with wide margins if there is no gross evidence of malignancy outside the 
nodule. A hyperfunctioning nodule is a potential cause of thyrotoxicosis. Pre- 
operative determination of the function of a nodule may be of considerable value 
in cases of carcinoma in a nodular goiter. The incidence of carcinoma in single 
thyroid nodules is estimated as from 16 to 24 per cent. Carcinoma takes up con- 
siderably less iodine than normal thyroid tissue. Thus far, carcinoma has not been 
found in a hot nodule. More than half of the hyperfunctioning nodules occur in 
patients who do not yet have thyrotoxicosis. Graves’ disease with an incidental 
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nodule can be differentiated from a hyperfunctioning nodule with thyrotoxicosis by 


radioautography of tissue that has been removed. 

Before operation, administration of radioactive iodine and application of a 
directional counter will reveal intense concentration of radioactivity in the hyper- 
functioning nodule. If the patient has thyrotoxicosis with an incidental lhyper- 
functioning nodule, the radioactivity will be distributed over the entire gland. 
Thus, the site of excessive production of hormone can be determined before opera- 
tion, which can then be planned accordingly. If a nodule is excessively active, 
excision may be limited to that nodule and any other small nodules present. 

If the diagnosis is Graves’ disease with excessive function in extranodular thyroid 
tissue, a moderately radical bilateral subtotal thyroidectomy is indicated. 

Radioactive iodine may aid in the diagnosis of carcinoma and be of use in the 
treatment of some such cases, as well as in determining the effect of treatment in 
some cases given large doses of radioactive iodine. It may serve to identify distant 
metastases if the latter are of the type that take up radioactive iodine. Thus 
metastases in bones may be diagnosed before they are roentgenologically demon- 
strable. Some distant metastases of thyroid carcinoma may benefit from radio- 
active iodine, but probably not to the extent popular reports might suggest. 

If carcinoma has spread beyond the limits of surgical excision, large doses of 
radioactive iodine may curtail growth of the tumor in the parts which cannot be 
excised. Radio-iodine is of special value in follicular adenocarcinoma, but surgical 
removal should always be the first consideration. Complete removal of all normal 
thyroid tissue and administration of thiouracil may increase the uptake of radio- 
active iodine in some metastases from carcinoma of the thyroid. Large doses of 
radioactive iodine may cause leucopenia and lymphopenia. 26 references. 8 
figures. 


The article of Brown M. Dobyns very completely covers the use of radioactive todine 
in the surgical management of diseases of the thyroid. A practical concept and descrip- 
lion of the value of 1-131, as well as us limitations, is presented. The limitations 
particularly merit discussion since the lay public tends lo demand the tsolope as the 
ultimate in treatment of all thyroid disease. —Ep. 


11. Goitler Heart. ROSEN, New York, U.S. Armed Forces M. J. 
2:1593-1607, November L951. 


The goiter heart of hyperplastic nontoxic goiter is due primarily to the mechanical 
factors of greatly increased blood flow through the hyperplastic thyroid and the 
resulting increased venous return to the heart, which increases the work of the heart 
in maintaining the systemic circulation. This type of goiter heart is now rarely 
seen in man, since with modern methods of iodine prophylaxis the incidence of 
large nontoxic goiters has been greatly diminished even in formerly endemic goiter 
regions. It can be demonstrated in animals fed on diets low in iodine. In cases of 
toxic goiter (Graves disease) without complications, there is very little demon- 
strable organic change in the heart, except some enlargement, but there is a definite 


AND SURGICAL SPECIALTIES June 1952 


— 
é 
| 
- 
79 


impairment of cardiac function due to the fact that hyperthyroidism increases the 
work of the heart, but interferes with the nutrition of the cardiac muscle. The 
same mechanical factors that are responsible for the goiter heart of nontoxic goiter 
may also play a role in toxie goiter. No evidence has been found that hyper- 
thyroidism has a definite toxic effect on the heart. When there is hypertension, 
arteriosclerosis, or some specific cardiac disease, in patients with toxic goiter, the 
impaired cardiac function associated with hyperthyroidism renders the patient's 
condition worse, and treatment of the hyperthyroidism improves it. 47 references. 
| table. 7 figures. 


The author re-emphasizes concepls of the relation of goiler lo heart disease, these dis- 
cussed concepls being in accord with general medical belief.— Ep. 


12. Regeneration of the Human Thyroid after So-called Total Thyroidectomy. 
JOHN V¥. GOODE, ARTHUR GROLLMAN, AND ALLEN F. REID, Dallas, Texas. Ann. 
Surg. 134:541-45, October 1951. 


This paper is a report on the careful follow-up of 77 cases that, for one reason or 
another, were chosen for as nearly a total thyroidectomy as could be carried out. 
All patients were protected from developing clinical evidence of myxedema by the 
administration of | or 2 gr. of desiccated thyroid daily. This may have contributed 
to the prevention of exhaustion atrophy of the residual thyroid tissue. In addition, 
34 patients were given 50 microcuries of radioactive iodine and examined after 48 
hours with the Geiger-Miiller counter. Examinations were made within a few 
weeks after operation to check the radical nature of the operation. Similar tests 
were made one or two years postoperatively to observe the regeneration of thyroid 
tissue in these thyroidectomized patients. All of the patients receiving the very 
radical thyroidectomy showed practically no uptake of radioactive iodine within 
the first few weeks following operation. This indicates that practically all the 
thyroid gland had been removed, since the normal gland with the technic employed 
will store from 20 to 30 per cent of the administered iodine. As these patients were 
examined with repeated Geiger-Miiller counter tests, it became evident that they 
followed one of two patterns: either there was a progressive increase in the capacity 
for storing radioactive iodine, indicating an increasing amount of functioning 
thyroid tissue in the neck, or there was no increase or even a decrease in the capacity 


for storing iodine. A group of 14 patients, diagnosed as having Graves’ disease, 
fell into the first or thyroid-regenerating group. The group that failed to show re- 
generation of thyroid tissue comprised the nodular nontoxic goiters with areas of 
hyperinvolution, adenomas (both toxic and nontoxic), and instances of struma 
lymphomatosa of Hasimoto. Twenty of these patients received the same radical 
operation as those with Graves’ disease, but Geiger-Miiller counter studies made as 
long as five and six years after operation showed a decreasing capacity for the storage 
of radioactive iodine. 


This study indicates that even in the most radical thyroidectomy all the thyroid 
tissue is not removed. Tiny bits of thyroid gland or thyroid rests remain and these, 
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by hypertrophy and hyperplasia, as suggested by Halstead, may become capable of 
taking over the function of the ablated thyroid gland. It may well be a source of 
relief to the surgeon to realize that within one year after the performance of the 
most radical thyroidectomy, most patients with Graves’ disease were able to store 
about 20 per cent as much iodine as a normal gland could store. Because the 
patients with struma lymphomatosa not only failed to show regeneration but 
actually evinced a tendency to store less iodine as they were followed, it seems safe 
to suggest that for nonmalignant goiters other than that of Graves’ disease, a 
conservative thyroidectomy is indicated. 7 tables. 9 references. 


Real subtotal thyroideclomy is in order in Graves’ disease, but this editor believes 
complete excision of the thyroid gland rarely is necessary. There seems to be no 


Justification for complete thyroidectomy in struma lymphomatosa. —l. A. B. 


THORACIC SURGERY 


13. Esophagocardioplasty for Mega-esophagus. GUNTHER W. NAGEL AND J. 
IGNATIUS, San Francisco, Calif. West. J. Surg. 59:472-75, September 1951. 


In the past few years esophagogastrostomy has been widely accepted as the opera- 
tion of choice in the treatment of resistant or advanced cases of cardiospasm. 
Other operative procedures, such as transgastric dilatation, vagotomy, cervico- 
thoracic sympathectomy, phrenic exeresis, and esophagoplication have been tried 
and abandoned. 

At Stanford the authors have treated the great majority of patients who have 
cardiospasm with the Plummer hydrostatic bag and have been quite well satisfied 
with the results. In 1945, they began doing esophagogastrostomy in the very occa- 
sional patient who showed a marked dilatation, lengthening, and tortuosity of the 
esophagus. This procedure was rarely indicated and only occasionally performed 
by us. Our results at first appeared to be good but later it became evident that most 
of the patients, after a variable period of relief, had a recurrence of their symptoms, 
sometimes in a more aggravated form than before. We varied our technic and type 
of anastomosis but did not improve our results. [t became evident that simply 
short-circuiting or widening the narrowed area was not a curative procedure. After 
a varying period of relief, most of the patients developed esophagitis, ulceration, 
bleeding, and stricture, evidently a result of the regurgitation of acid peptic juices 
from the stomach into the lower esophagus. 

We have operated upon 12 patients who had severe cardiospasm. Of the 12 
patients so treated, only 2 can be interpreted as having had satisfactory results. 
Ten cases were subsequently shown by roentgenologic and/or esophagoscopic 
examinations to have changes in the terminal esophagus consistent with peptic 
esophagitis. “Two of these cases had an esophageal ulcer. Four others were known 
to have duodenal and or gastric uleers in addition to the esophagitis. 
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Since esophagogastrostomy is a failure in the treatment of cardiospasm, other 
types of operation must be considered for those failing to respond to dilatation. 

A simple procedure, first performed in 1913 by the German surgeon Heller, has 
recently been strongly advocated in England by Barrett and Franklin and Maingot. 
Maingot in 1949 reported 46 cases of cardiospasm treated by the Heller procedure, 
with good results in 41 patients. The operation is relatively simple and is similar 
to the Ramstedt procedure for pyloric stenosis in infants. The musculature of the 
narrowed area is cut and spread, allowing the mucosa to bulge through. Inter- 
estingly enough, Maingot concluded that there were three good operations for 
cardiospasm: esophagogastrostomy, esophagocardioplasty, and the Heller cardio- 
myotomy. Barrett and Franklin, on the other hand, stress the poor and even tragic 
results of interfering with the cardia, as in esophagogastrostomy and esophago- 
cardioplasty, and our own experience amply confirms this. Until now we have 
done the Heller procedure in only one case. The immediate postoperative result 
has been good. The simplicity of the procedure and the good reports about it 
coming from England convince us that the operation should be given further trial. 
15 references. 1 table. — Author's abstract. 


14. Carcinoma of the Esophagus or Cardia of the Stomach. An Analysis of 172 
Cases with 81 Resections. ¥. K. WU AND H. H. LoucKS, Peking, China. Ann. 
Surg. 134:916-56, December 1951. 


The incidence of carcinoma of the esophagus is very high in North China. The 
rough and irritant character of the food and drink of the population of this area 
and the possible presence of carcinogenic substances in certain grains are mentioned 
as factors of possible etiologic importance in explanation of this incidence. Fully 
50 per cent of the patients in the series of cases here discussed were habitual con- 
sumers of a strong native distillate (pai kan). A positive family history of carcinoma 

of the esophagus was also noted among 22 per cent of these patients. 

s This report is based on data concerning 172 cases, all seen after the authors’ re- 
turn to Peking in 1945 following the defeat of the Japanese, who had closed the 
hospital at the outbreak of the Pacific War. In 44 cases, no exploration of the 
tumor was made, usually because of the grossly evident advanced stage at which it 
was first seen. Of the 128 cases wherein exploration was undertaken, the lesion 
proved nonresectable in 47 cases, chiefly because of fixation to the aorta and hilum 
of the lung or extensive metastasis to abdominal viscera. The resectability rate, 
calculated on the basis of the total number of patients and the number of patients 
operated upon, was 47.1 per cent and 63.3 per cent, respectively. These figures com- 
pare favorably with those for carcinoma of the lung or stomach. The lower the 
site of the tumor in the esophageal tube, the higher the rate of resectability. Of 
81 resections done in 1950, the operative mortality rate was 17.3 per cent; of 26 
resections performed during 1949, the rate was 7.7 per cent. There was no death 
among the 13 patients who had resections in the first five months of 1951. These 

figures better those for carcinoma of the lung or stomach. 
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Forty-one of the 67 patients who survived resection are living from a few months 
to more than three years after the operation; 24 have died from recurrence. One of 
the 12 patients whose tumors were resected during 1940-41 lived for five years; 
another is living and well. On the basis of these results the authors feel that re- 
section is definitely worth while when the lesion is not too widespread. Of the 91 
nonresectable cases, 76 were followed; only 5 survived for more than six months. 
In history-taking, careful inquiry always revealed that there had been inter- 
mittent obstruction to swallowing solids for periods varying from a few weeks to 
several mouths before the onset of persistent and progressive dysphagia. Attention 
is called to the importance of this early symptom. Physicians and roentgenologists 
should adopt an extremely alert attitude toward any patient of cancer age, espe- 
cially a male, who mentions vague difficulties in swallowing. Careful and thorough 
roentgenologic and esophagoscopic examinations must follow. The opportunity 
to establish an early diagnosis of cancer of the esophagus should be much greater 
than is the case of cancer of either the stomach or the lung. 


Rapid and impressive progress has been made in the surgical treatment of 
carcinoma of the esophagus during the past decade. The resectability and early 
follow-up results are comparable or even better than those of the stomach or the 
lung. If the medical profession as well as the lay public can, by education, be 
brought to recognize its early symptoms, possibly carcinoma of the esophagus may 
in another decade become one of the neoplasms most favorable for surgical treat- 


ment. 12 tables. 17 references. 


5. 1 Physiologic Operation for Mega-esophagus: (Dystonia, Cardiospasm, Acha- 
lasia). OWEN H. WANGENSTEEN, Minneapolis, Minn. Ann. Surg. 134:301-18, 
September 1951. 


In 1919 Wangensteen proposed an operation for the relief of dilatation of the 
esophagus in which a large fragment of the dilated, atonic, unstriated segment of 
the esophagus is excised, together with the hypertonic esophagogastrie juncture; 
the entire acid-secreting area of the stomach is excised, thus precluding acid-peptic 
erosion of the esophagus; and finally, a Ramstedt type of pylorotomy is added to 
insure satisfactory emptying of the residual antrum, which, of course, becomes 
vagotomized in the procedure. After a two year interval, this author makes a 
further report on the procedure, to which 7 patients have now been subjected. 


Technic: A midline supra-umbilical incision is employed and a median extra- 
pleural sternotomy is done by extending the supra-umbilical incision. A small 
T-bar is added at the upper end, cutting out laterally on both sides into the fourth 
interspace. The avascular ligament of the left lobe of the liver is cut, permitting 
it to be drawn well over to the right. The central tendon of the diaphragm is cut 
down from above, until the pericardium is encountered; from below, the central 
tendon is also split upwards, with lateral cuts in the crura on both sides so that 
extrapleural mobilization of the esophagus is accomplished with relative ease. The 
tortuosity of the distal esophagus can be eliminated by a gentle pull and a few 
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nicks with a long pair of scissors. All the stomach, save the antrum, is removed. 
The lateral avascular ligament of the duodenum is divided to afford satisfactory 
mobilization of the pylorus and antrum. A Ramstedt type of pylorotomy is made 
with coaptation of the peritoneal edges of the pyloric incision. The upper end of 
the antral pouch is closed with a running suture of catgut, inverted with a row of 
interrupted silk sutures (0000). The site for the esophageal amputation is selected, 
and an Oshsner-type of hemostatic clamp is applied across the esophagus, after 
withdrawal of the intragastric-lying duodenal tube into the proximal reaches of 
the esophagus. The upper end of the antrum is anchored behind the esophagus as 
a buttress, and an open anastomosis is effected between the end of the esophagus 
and the anterior antral wall. The edges of the diaphragm bordering on the en- 
larged esophageal orifice are stitched to the antrum. 


This procedure obviates the esophagitis which would otherwise ensue from loss 
of the functional terminal esophageal sphincter. It presents this advantage over 
the Heller operation, the only other acceptable operation for mega-esophagus: it is 
accomplished by a more consistent reduction in size of the atonic esophagus. The 
special indication for this operation would appear to be the giant, dystonic mega- 
esophagus. 43 references. 2 tables. 6 figures. 


BREAST 


16. Occult Carcinoma of the Breast. FITTS, JR. AND ROBERT C. HORN, 
Philadelphia, Pa. J. A.M. A. 147:1429-33, Dee. 8, 1951. 


So much reliance is placed on the discovery of a mass as the diagnostic criterion 


of breast cancer that we believe it is well to give wider recognition to the occult 
carcinomas of the breast and their first symptoms and signs. We have reviewed 
all breast cancers examined in the Laboratory of Surgical Pathology during the last 
five years in which a breast mass was not palpated before operation. Fourteen 
patients were operated on for carcinoma of the breast that had manifested itself 
before a mass could be palpated. In the fifteenth case breast carcinoma that had 
metastasized to the abdomen was discovered only at autopsy. The signs that led 
to the diagnosis of cancer were: (1) discharge from the nipple (4 cases); (2) ‘“derma- 
titis” of the nipple (4 cases); (3) axillary metastasis (3 cases); (4) edema of skin (1 
case); (5) retraction of skin (1 case); and (6) distant metastasis (2 cases orbital 
metastasis and abdominal metastasis). The 15 cases of occult carcinoma of the 
breast are reported in detail. Physicians should be on the alert for discharge from 
the nipple, erosion of the nipple, retraction or edema of the skin over the breast, 
and enlargement of axillary nodes, any one of which signs may indicate mammary 
carcinoma even in the absence of a palpable mass in the breast. 7 references. 3 
figures. -Author’s abstract. 
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ABDOMINAL SURGERY 


7.  Intra-abdominal Apoplery. WAvrer BECKER, New Orleans, La. New 
Orleans M. & S. J. 104:185-87, November 1951. 


Spontaneous rupture of an artery of one of the abdominal viscera with hemor- 
rhage between the leaves of the mesentery or into the peritoneal cavity is a rare 
vascular accident. The author reports a single case with a correct tentative pre- 
operative diagnosis. 


Four days after a first stage thoracolumbar sympathectomy for severe hyper- 
tension a 39 year old man experienced transient epigastric pain, nausea, and 
tenderness. Tenderness persisted, and, on the tenth day, a diagnosis of intra- 
abdominal apoplexy was made after the patient suddenly developed signs and 
symptoms of profound peripheral circulatory collapse and diffuse peritoneal 
irritation. Laparotomy in the jejunal mesentery disclosed a huge hematoma which 
had ruptured into the free peritoneal cavity. Extravasation of blood had also 
extended through the wall and into the lumen of the bowel. A lengthy segment of 
jejunum and its mesentery required resection. Rupture of a branch of the superior 
mesenteric artery was responsible for the massive hemorrhage. After five days of 
smooth convalescence, the patient stiddenly died, and autopsy revealed coronary 
occlusion and myocardial infarction. The concurrence of hypertension, arterio- 
sclerosis, and signs of diffuse peritoneal irritation and concealed hemorrhage should 
arouse strong clinical suspicion on intraabdominal apoplexy. 


The treatment is surgical and should consist of ligation of the bleeding vessel 
whenever practicable. Resection will occasionally be indicated. 

The 37 previously recorded cases are discussed briefly. 3 references. 1 figure. 
tuthor’s abstract. 


HERNIA 


18. Perforated Bowel with Inguinal Hernia. stoney vernon, Chicago, Ul. J. 
Internat. Coll. Surgeons 16:776-78, December 1951. 


Surgical treatment of hernia is indicated to prevent the hazard of dangerous 
complication. These require emergency surgery, may delay accomplishing the cure 
of the hernia, and have a high morbidity-mortality rate. Bowel perforation is un- 
common and is rarely considered as a possibility in diagnosis. The thirty-seventh 
reported case is described: 

\ 70 year old man was witness to a tavern brawl and was accidentally struck full 
in the abdomen with the head of one of the contestants. He had had a left inguinal 
hernia for 10 years. Abdominal pain was immediate and continuous, and gradually 
increased in severity. He came to operation about 30 hours after injury. The her- 
nia sac lining was soiled; a loep of small bowel lying in the abdomen was perforated ; 
and nearby loops were dilated, edematous, and covered with fibrin. A large amount 
of serous exudate was removed, and the perforation closed. -A Witzel enterostomy 
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was made proximal to the perforation. The peritoneum was closed, carrying the 
enterostomy through a separate stab wound. The testicle and spermatic cord 
were removed, and the wound was packed for secondary closure. Large doses of 
antibiotics were given; parenteral fluids and gastric suction were used. The en- 
terostomy tube was used for decompression and alimentation alternately on the 
third to the sixth day. 

A large subphrenic abscess was later evacuated, culturing out FE. coli, sensitive to 
terramycin. The sinus following this abscess responded to streptokinase-dornase 
therapy and healed solidly. The healed left inguinal wound showed an incisional 
hernia which was repaired. 

The mechanism by which bowel perforation occurs differs from direct trauma to 
bowel lying in the sac (of which about 100 cases have been reported). 

It is believed that the sudden increase of intraabdominal pressure by impact is 
transmitted to the bowel lumen and forces the bowel at the neck of the hernia sac 
into the empty sac as a glove finger protrusion. The protrusion ruptures. 

Bowel perforation with hernia, not involving direct trauma, may also occur with 
sudden change in posture. If the trunk is hyperextended and a length of bowel is 
held between two points of which one point is the neck of the sac, sudden stretching 
of the wall may result in a tear. 

The value of considering bowel perforation before an emergency hernia operation 
is to be able to plan an incision for exploration of the abdomen, if that is necessary. 

huthor’s abstract. 


STOMACH AND DUODENUM 


19. Syndrome of the Leaking Duodenal Slump. BERNARD B. LARSEN AND ROBERT 
Cc. FOREMAN, Cleveland, Ohio. Arch. Surg. 63:4180-85, October 1951. 


In a review of 500 subtotal gastric resections, the syndrome of the leaking duo- 
denal stump appeared in 15 cases, or three per cent of the series. If not recognized, 
this complication has a mortality rate of 85 per cent. In an attempt to promote 
earlier recognition of this complication, the authors describe the syndrome as 
follows: Pain in the right upper abdomen of a severe, constant, nonradiating type, 
associated with tenderness and moderate muscle spasm, with a progressive rise in 
the mean temperature and pulse is most frequently observed in these cases 3 to 6 
days after gastric resection. The initial symptoms and signs are usually confined 
to the right upper abdomen, since but little bile and pancreatic juice leak from the 
stump early, and little or no irritating gastric juice is present. The peritoneal 
reaction due to the preceding operation tends to keep the process localized. Al- 
though the peritonitis spreads slowly it will, as a rule, develop unless surgical 
drainage is instituted, A spontaneous external fistula or a walled-off abscess may 
form. If the possibility of this condition is kept in mind and the abdomen is care- 
fully examined with dressings removed, and if the use of narcotics has been discreet, 
unless pulmonary complications overshadow the abdominal symptoms, diagnosis is 
not difficult in typical cases. Since the two complications are often seen together, 
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the diagnosis should be made when the abdominal symptoms are present, even 
when a pulmonary condition is also present. With prompt diagnosis, prompt 
surgical treatment will yield good results. Failure to recognize the condition and 
intervene usually has a fatal result. 


Even though the incidence of duodenal stump leakage is low, according lo the authors’ 
statistics, this complication alone creates a mortality of 2.5 per cent for gastric resection. 
For 14 years, I have drained the duodenal stump with soft peurose drains on all gastric 
resections, and I have never regretted their use. A small slab incision, admitting the 
finger below the right costal border, has been used for their exil. 1 am satisfied that the 
routine use of such drainage would do more to lower the mortalily of subtotal gastrectomy 
for duodenal ulcer than anything else presently available-——J. M. W. 


50. Duodenal Ulcer: Pathogenetics, and the Re-evaluation of Therapeusis. B®. DE 
ROHAN BARONDES, Mil. Surgeon 109:720-31, December 1951. 


Periodic cycles of duodenal ulcer exacerbations and quiescence in the Spring and 
Fall months are related to weather variability, humidity, temperature, barometric 
pressure, atmospheric electricity, and diet changes. These are commonly associated 
with physical and mental breakdowns, which exert vasopressor effects and other 
undue demands on the circulatory, digestive, and endocrine systems. In some 
patients the psychogenic factor, with “hair-trigger,” irritable, acid-secreting parietal 
cells, is a major factor; in others, it is negligible. Emotional lability will not in 
itself initiate the disease if the environmental, familial, and inherited traits are 
not favorable. Electroencephalographic studies of the “ulcer personality” show 
characteristic cortical rhythm changes. Operative measures are to be considered 
with ulcers of five years’ standing if they have recurrences after one hospital course 
and remain symptomatic under proper measures. The barbiturates are two- 
edged swords and have no place in the therapy as they tend not only to increased 
gastric acid‘ty, but round the clock prescribing induces a state of psychic depression 
and mental torpor, which simulates many psychoneurotic syndromes and renders 
the subject incapable of carrying on activities requiring precision, if not continuous 
employment. There is a correlation between depression of insulin production, with 
increased blood-sugar level, and the relief of pain and healing of the uleer. Such a 
state is rare in the diabetic where the blood sugar is high. There is also a relation- 
ship between malfunctioning and or interrelationships of the pituitary-adrenal- 
thyroid systems and etiology. Duodenal ulcer subjects are not good candidates for 
ACTH and cortisone therapy, as both delay healing and hasten hemorrhage and 
perforation. Irradiation of the gastric mucosa markedly suppresses gastric acidity 
through enzyme inactivation, although the actual mechanism concerned in HC] 
production by the parietal cells is not known. The impression that duodenal ulcer 
subjects do not develop carcinoma of the stomach appears to be borne out by a 
review of 556 cases. Part of the immunity appears to rest in the acetylcholine- 
cholinesterase relationship. In pernicious anemia, also, the acetylcholine is found 
increased, whereas in duodenal ulcer the ACh. is decreased. In the former, the 
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ACh. increase is due in part to its liberation from the older and hypoxic erythro- 
cytes. ACh. depresses the erythroid portion of the bone marrow and also inter- 
feres with the synthesis of the By factors. Crude liver extracts, By, and folic acid 
aid in correcting digestive dysfunction, restore the disturbed ChE.-ACh. relation- 
ship in the erythrocytes, increase bone marrow activity, control the rate of matura- 
tion in the megaloblastic stage, and stimulate red blood cells to develop at a normal 
rate in the bone marrow. The knowledge of the physiology of the stomach has 
passed beyond the original concept of a simple digestive organ which produces 
symptoms by means of quantitative variations of its secretions. Notwithstanding 
the all too frequent advent of therapeutic agents, none has materially altered the 
pattern of morbidity statistics. 13 references.—-Author’s abstract. 


51. The Management of Critical (Massive) Gastroduodenal Hemorrhage. CHARLES 
S. WHITE, EDWARD C, WILSON, JR., AND CHARLES 8. Wurre, Washington, 
D.C. Med. Ann. District of Columbia 20: 583-88, November 1951. 


The so-called massive hemorrhages of gastroduodenal ulcers present problems 
both in diagnosis and treatment. Twenty-five per cent of all cases of ulcer of this 
type have a hemorrhage of some degree sometime during their clinical course, and 
70 to 85 per cent of severe alimentary hemorrhages are due to gastric or duodenal 
ulcers, depending somewhat on the data examined. 


\ massive, or more appropriately, critical hemorrhage is classed as such when the 
red cell count is 2,500,000 or less and the hemoglobin is not above 7 Gm. The 
vans method of estimating the total blood volume is perhaps more accurate, but 
not as simple a method of estimating the severity of the hemorrhage. 


Radical measures are necessary in the treatment of this complication, and the 
promptness with which they are undertaken may decide the fate of the patient. 
Multiple transfusions are mandatory and arterial transfusions may be necessary. 
Patients over 15 years of age have a higher mortality with critical hemorrhage than 
those below that age; other factors than hemorrhage contribute to the mortality. 
If repeated transfusions are not followed by cessation of bleeding, as determined by 
blood pressure and blood examination, operation is indicated. 


Shock is not a contraindication to operation if ample blood for transfusion is 
available; gastric resection is the choice in the presence of a gross ulcer, but ligation 
may suffice in the small necrotic ulcer. 


It is suggested that the word “critical” should be substituted for “massive” in 
consideration of this clinical entity. 13 references. 4 tables.—-Author’s abstract. 


The operation of choice for peptic ulcer with critical hemorrhage is subtotal gastree- 
lomy with excision of the ulcer and ligation of the bleeding points in the crater, which is 
usually in the head of the pancreas eroding the gastric duodenal artery. Any lesser 
procedure will occasionally be followed by a second serious hemorrhage within two 
weeks requiring a second operation with even greater risk than the original._-J. 
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52. Unfavorable Course of Gastric leer during Administration of ACTH and 
Corlisone. JOSEPH B. KIRSNER, ARTHUR P, KLOTZ, AND WALTER L, PALMER, 
Chicago, Hl. Gastroenterology 20:27-29, January 1952. 


Ulcer symptoms recurred shortly after the administration of ACTH in two 
patients with gastric ulcer; in one, a previously demonstrated crater increased in 
size; in the other case, the ulcer recurred and perforated after 21 days of ACTH. 
In a third patient, a huge gastric ulcer developed within 10 days after the ad- 
ministration of cortisone. An increased output of acid gastric juice was demon- 
strated in two patients. 


Several similar experiences are being documented. W.D. H. 


INTESTINES 


53. The General-Adaplalion-Svndrome and the Gastrointestinal Diseases of Adap- 
falion. WANS sELYE, Montreal, Canada. Am. J. Proctology 2:167-84, 
December 1951. 


In this article, the author presents an up-to-date concise review of his investiga- 
tions concerning the general adaptation syndrome and the diseases of adaptation. 
This is followed by a resume of the influence of stress upon the gastrointestinal 
system and the role played by derailments of the adaptation syndrome in the 
pathogenesis of gastrointestinal disease. These latter sections are based upon 
Selye’s two recent books, Siress and First Annual Report on Stress. 146 references. 
9 figures.— Author's abstract. 


54. Sigmoido-Rectal Intussusception and the Unstable Colon. New 
York, N.Y. Am. J. Digest. Dis. 79:19-22, January 1952. 


The inclusive term, “unstable colon,” was introduced by Kantor to apply col- 
lectively to disturbances such as chronic constipation, noninflammatory diarrhea, 
excess flatus and mucus, and constipation alternating with diarrhea. | Rectal 
constipation results from failure of the rectum to empty itself—dyschesia (Hurst). 
Painful anal lesions such as fissures result in sphincter spasm and constipation. 
Rectal constipation results from still a third condition, sigmoidorectal intussus- 
ception, a common clinical condition which manifests itself by specific symptoms. 

Although repeatedly described for over 70 years, the syndrome resulting from 
sigmoidorectal intussusception is generally obscure. 

Typical symptoms include extreme chronic constipation, defecation character- 
ized by a sense of incomplete evacuation, tenesmus, occasional bloody mucoid 
dejections, “dragging discomfort” in the pelvis and perineum, defecatory proc- 
talgia, and occasionally, proctalgia fugax. 

We frequently fail to diagnose sigmoidorectal intussusception because we gen- 
erally sigmoidoscope the patients in the inverted position, (kKnee-shoulder) in which 
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the intussusceptum spontaneously reduces itself through the effect of gravity and 
atmospheric air entering through the scope. The lesion is easily demonstrated if 
the patient is reexamined in the recumbent Sims's position and strains down during 
withdrawal of the scope. 


Treatment is generally satisfactory. Hydrophyl preparations are administered 
to produce bland, bulky, and slippery stools. Persistence and faithful cooperation 
on the part of the patient is essential for cure. 10 references.—-Author’s abstract. 


Low-Bowel Obstruction 
Okla. 


‘Roentgen Diagnosis. LUcteN Pascucci, Tulsa, 
J. Oklahoma M. A. 44:469-74, December 1951. 


The consultant radiologist’s obligation is to render, confirm, or disaflirm a 
diagnosis or to supply pertinent information. Only by an over-all appraisal of a 
series of cases can he determine how successful hé is in this endeavor. With this 
objective, 40 patients with a roentgenologic diagnosis of low bowel obstruction were 
reviewed. 


In 25 operated patients the correlation between the preoperative and post- 
operative diagnosis of obstruction resulted in a degree of diagnostic accuracy of 
76 per cent. The corresponding figure for 13 nonoperated patients was estimated 
at 52 per cent. As to location of the obstruction in the operated patients, the 
radiologist and surgeon agreed completely in 60 per cent of the 25 patients. As to 
etiology, the surgeon and pathologist confirmed the radiologists in only 52 per cent, 
In the nonoperated patients, confirmation of the radiologists’ findings as to site and 
etiology was obtained in only 38 per cent. 

In the roentgen diagnosis of low bowel obstruction, the single portable film is the 
least satisfactory. Contrast enema is mandatory for demonstrating a lesion more 
than 25 em. proximal to the anus. The history and physical finding, and to a lesser 
extent, the laboratory studies, should be obtained by, or available to, the radiologist. 
A dynamic ileus of the colon may be associated with small bowel obstruction; small 
bowel distension may result through a reflux of air from an obstructed large bowel 
through an incompetent ileo-cecal valve. In most cases, a definite roentgen diag- 
nosis of obstruction is possible only when the lesion can be demonstrated. 
The Miller-Abbott tube is not indicated in left colon obstructions but may be 
beneficial in right colon obstructing lesions. A barium meal or retrograde injection 
of opaque medium proximal to the site of the suspected large bowel obstruction is 
contraindicated, 


56. The Diagnosis of Carcinoma of the Colon and Rectum. CARRINGTON WILLIAMS, 
Richmond, Va. Virginia M. Monthly 78:637-41, December 1951. 


Carcinoma of the colon is of great importance because it is one of the most 
frequent locations for malignant disease. In most cases it is preceded by pre- 
cancerous lesions which can, and in most cases should, be removed, such as, polyps, 
ulcerative colitis, some chronic infections, and some cases of diverticulitis. The 
diagnosis is not difficult if one is alert to symptoms, namely, unusual constipation, 
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change in bowel habits, presence of blood in the stools, change in the caliber of the 
stool. When symptoms are present that indicate pathology in the colon, a definite 
routine should be followed consisting of, first, digital examination of the anal canal 
and lower rectum, proctoscopic examination which visualizes the entire rectum and 
frequently the lower sigmoid colon, and finally x-ray examination after barium 
enema. If this routine is followed, lesions will frequently be found much earlier. 
It has been estimated that 60 per cent of the malignant lesions of the colon occur 
in the lower sigmoid and rectum, and these lesions are within the limit of the 
proctoscope. Above this point, the remaining 40 per cent can be diagnosed by 
x-ray examination. Cases are cited illustrating errors which result in late diagnosis. 
Many of these errors are on the part of the patient who attributes bleeding to 
hemorrhoids and secures some ointment from a friend or druggist. The physician, 
however, is also frequently in error and will prescribe for bleeding hemorrhoids 
without a proper examination. The physician is not infrequently also in error in 
omitting one or more of these three examinations. Among the illustrated cases 
reported are those in which a digital examination could easily have made the 
diagnosis but was not done; again where a proctoscopic examination could have 
found the lesion, and it was omitted in favor of the barium enema. It should be 
definitely understood that, for lesions located in the rectosigmoid and below, the 
x-ray examination is thoroughly unreliable, while the digital and proctoscopic 
examinations revealed the tumor without difficulty. By invariably following this 
routine where colon pathology is suspected many cases will be found which other- 
wise would be neglected. 2 figures.— Author's abstract. 


An Appraisal of the Long-Term Results of Surgical Treatment of Regional 
lleilis. JOAN H. GARLOCK, BURRILL B, CRONIN, SAMUEL H. KLEIN, AND HARRY 
YARNIS. Gastroenterology 79:414-23, November 1951. 


In January, 1945, certain members of the surgical staff of Mount Sinai Hospital 
(New York) published their experience with surgical therapy of ileitis and combined 
ileocolitis. Since that time there has developed in both medical and surgical circles 
considerable controversy as to the role that surgery should play in the treatment of 
these diseases, especially with respect to long-term results. This paper is an in- 
vestigation of the condition of these same patients after a seven year interval 
(January 1944-June 1951). 

Ileocolostomy with exclusion: Of 41 patients followed since 1945, 36 still remain in 
good health without recurrence; recurrence rate for entire group, 12.2 per cent. 

Primary resection: Among 39 survivors there were 6 recurrences (15.4 per cent); 
three patients were lost from follow-up, one died of bowel tuberculosis, one of 
diffuse jejuno-ileitis and a third developed a secondary recurrence 7 years after 
the first. 

Two-stage tleocolic resection: 16 cases reported in anearlier paper, with 4 recurrences 
at time of publication: 6 patients previously reported well have had recurrence, 


which, including those lost to follow-up, gives a new recurrence rate of 22.2 per 
cent, 
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Combined ileocolilis: In this group the operative mortality is always higher, the 
morbidity greater and the long-term prognosis poorer than any other group ef 
inflammatory disease of the gastrointestinal tract. In the original paper 19 cases 
of combined ileocolitis treated by operation were reported; the operative mortality 
was 3 (17.6 per cent) and recurrences 2 (10.5 per cent). Of 16 survivors, 6 were lost 
to follow-up; of the remaining 10 patients, only 3 remain in good health. It would 
seem, therefore, that the outlook for patients having the combined disease is rather 
dismal, and that these patients are subject to a disturbingly high percentage of 
recurrence. 4 tables. 


58. Observations on Effect of Drugs upon Intestinal Intubation. weyer 0. CANTOR 
AND HAROLD P, MC GINNES, Grace Hospital, Detroit, Mich. Gastroenterology 
19:516-25, November 1951. 


Intestinal intubation as a means of combatting intestinal distension now has a 
recognized place in the therapy of that condition. Though great improvement has 
been made in the mechanics of this method, there still remain a number of cases 
where intubation fails despite the most expert technic. In an effort to reduce the 
percentage of failures, the authors studied the effect of various drugs upon the 
intubation process. Little has been said or written about the possibilities of using 
drugs in this connection. 

Each case coming within the authors’ observation wherein intubation had been 
unsuccessful was analyzed as to the probable cause of failure and a drug then 
selected which, it was thought, would most likely result in success. The drugs 
used were morphine and atropine, Prostigmine, Urecholine, and Octin. The un- 
successful cases were divided into three groups: (1) the nervous, high-strung, 
apprehensive patient who will not cooperate; (2) the patient whose bowel is atonic, 
due to old age or paralytic ileus; (3) patients in whom successful passage through 
the pylorus would not take place despite correct position of the tube head (shown 
by x-ray to be at the pylorus), i.e., pylorospasm. Morphine and atropine were 
effective with patients of the first type; morphine seemed to induce a mild euphoria 
and feeling of well-being, while atropine has an antispasmodic action. The results 
were proven clinically. In the second group were found the elderly patient with 
poor intestinal propulsive activity and those presenting the “silent” abdomen of 
paralytic ileus secondary to peritoneal inflammation. In this type of case, Pro- 
stigmine and Urecholine were effective and were found to speed the downward 
progress of the intestinal tube, already passed through the pylorus, by virtue of their 
effect upon the small bowel. Urecholine was especially useful in those elderly 
patients presenting a gastric as well as intestinal atony. The pharmacodynamic 
activity of Urecholine is limited to parasympathomimetic stimulation, and, as a 
result, peristalsis is increased. Since it stimulates gastric motility and increases 
gastric tone, it is quite effective in the treatment of the atonic stomach. 

The third group of patients in whom the correctly placed tube-head would not 
pass through the pylorus because of pylorospasm was treated with Octin as recom- 
mended by Filho. Octin is an antispasmodic which is said to relieve spasm by 
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direct relaxation of smooth muscle, often 2 to 4 minutes after intramuscular in- 
jection. The authors found Octin hydrochloride of considerable value in cases 
presenting signs of pylorospasm, but of very little use when there was no spasm of 
the pylorus. It should never be used with paralytic ileus if the pylorus is atonic, 
but, when properly used, Octin proved to be the deciding factor in bringing about 
a successful intubation. 15 references. 6 figures. 


PANCREAS 


59. Consideration of the Lethal Factors in Acule Pancrealilis. VINTON FE. SILER AND 
JOHN H. WULSIN, Cincinnati, Ohio. Arch. Surg. 63:496-504, October 1951. 


In a series of 164 cases of acute pancreatitis observed at the Cincinnati General 
Hospital during the period 1941 to 1950, the mortality rate was 14 per cent, as com- 
pared with a mortality rate of 18 per cent during the period of 1941-1948. During 
the past two years, this hospital's mortality rate for this condition has fallen to 
5.7 per cent. 


The cause and mechanism of death in acute pancreatitis are not well understood, 
and the clinical features of the lethal form have not been well established. In a 
series of 22 fatal cases with operative or autopsy findings, it was found that two- 
thirds of these fatalities occurred in patients of 51 years or over, suggesting that 
possibly the diseases of old age may play some part in the outcome. The cases 
ending fatally usually display more severe symptoms. Peripheral circulatory col- 


lapse occurred in 10 of the 22 cases. In 7 of these cases there was a temporary 
response to intravenous administration of blood and fluids, but in 3 cases the con- 


dition was irreversible. In the late stages, pyrexia is a common and ominous sign. 


In the absence of laboratory or autopsy findings, diagnosis can be made from the 
clinical course and the finding’ of an increased serum amylase. In 9 of the 22 fatal 
cases no serum amylase test had been made and in 3 other cases only one such test. 
No proper diagnosis was made in any of these before operation or death. The 
serum amylase in the fatal cases shows a moderate and persistent rise rather than 
an excessively high level. One test is not sufficient. Peripheral circulatory collapse 
and shock must be regarded as ominous signs. 


In 9 of the fatal cases, there was a gradual downhill course with fever, ending in 
sepsis and asthenia. No single factor can be listed as the cause of death. If more 
autopsies were made in fatal undiagnosed cases, it would probably result in the 
recognition of an increased incidence of acute pancreatitis. In 4 cases it appeared 
that profound chemical changes in the blood and interstitial fluids might have been 
the cause of death. The marked drop in the mortality rate in the past two years 
is attributed to diagnosis of nonfatal acute pancreatitis with the aid of the serum 
amylase test, and appropriate conservative supportive treatment. Operation is 
performed during the acute stage only in the presence of abscess in the pancreas 
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or adjacent structures. In cases associated with gallbladder disease, operation is 
deferred until the acute pancreatitis has abated. Prognosis is uncertain. 

In female patients of more than 50 years of age admitted with severe upper ab- 
dominal pain and peripheral circulatory collapse, a serum amylase test should be 
made as soon as possible. If this is even slightly elevated, the patient is likely to 
die of pancreatic disease and must be kept under constant observation. Gastrointes- 
tinal bleeding is another ominous sign. Serum amylase tests should be taken re- 
peatedly, and the patient should be examined carefully for intraabdominal abscess. 
5 references. 1 figure. 6 tables. 


The authors’ series clearly brings out the advantages of treating patients with acule 
pancreatitis conservatively, as well as the importance of obtaining serum amylase levels 
in all cases of upper abdominal pain. It must be realized thal the use of this lest has 
increased the number of patients having various grades of acule pancrealitis. Many 
more of the milder lypes, especially the edematous variely of a milder grade, respond, 
generally, lo conservative treatment, increasing the percentage of recoveries of the disease 
as a whole-—A. O. W. 


APPENDIX 


60. An Accurate Surgical Approach lo the Appendiz, PARLE 1. GREENE AND J, 
MAJOR GREENE, Chicago, Hl. J. Internat. Coll. Surgeons /6:470-74, October 
1951. 


The location of the base of the appendix varies. It may lie high or low in the 
peritoneal cavity. There is, apparently, a direct relation between the site of the 


base of the appendix and the musculoaponeurotic juncture of the external oblique 


musele. A high juncture point denotes a high-lying appendix, a low juncture point, 
a low-lying appendix. The location of the incision through the internal oblique 


and transversalis muscles and the peritoneum is most important for a more accurate 


surgical approach to the appendix. The incision through these muscles and the 
peritoneum should be 3, 4, or 5 em. distal to the musculo-aponeurotic junction, 
respectively, in patients under 6 years of age, between 6 and 15 years of age, and 


over 15 years of age. The incision through the peritoneum should always be made 
in a transverse direction to avoid entering the urinary bladder, especially in the 
presence of a low-lying appendix. 


In 200 consecutive operations performed by this technic, the base of the appendix 
resented itself in 92.5 per cent of the cases. The youngest patient was 2 years old 


and the oldest 65. There were 108 male and 92 female patients. 3 references. 3 
figures.— Author's abstract. 
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ORTHOPEDIC SURGERY 


61. Rehabilitation of the Ampulee. HENRY H. KESSLER, Newark, N. J. J. A.M. A. 
148 :436-38, Feb. 9, 1952. 


A complete program of rehabilitation of the amputee is outlined and described 
in its five parts: psychologic preparation, adequate surgery, after-care of the stump, 
selection and fitting of the prosthesis, and training in the use of the prosthesis. 

The importance of preparing the amputee psychologically for maximum adjust- 
ment to his disability is stressed. This is accomplished by personal talks with the 
counselor and physician, films, lectures, demonstrations and meetings with re- 
habilitated amputees. 

Principles of surgery for achievement of the best possible stump are outlined, 
and the sites of election for amputations at various sites are indicated for arm and 
leg amputations. The basic amputations are described, 

\ specific program of after-careof the stump and selection of a correct prosthesis 
is presented. Training of the amputee includes walking on level and irregular 
terrain and up and down stairs, plus sports activity for the leg amputee, and train- 
ing in the use of the prosthesis to meet vocational requirements and the demands of 
daily living for the arm amputee. 

It is emphasized that good results can be obtained only when a team of specialists 
including physician, nurse, counselor, physical therapist and occupational therapist 
work together to provide the amputee with an integrated program of rehabilitation, 
The amputee must be regarded as a whole individual, and the program must meet 
his needs in their entirety, with due consideration for social, vocational and eco- 
nomic problems. Author's abstract. 


62. Symptomatic Relief of Osteoarthritis and Osteoporosis with Vitamin By. Pre- 


liminary Report. jouN D. HALLAHAN, Media, Pa. Am, Pract, 3:27-32, Jan- 


uary 1952. 


A preliminary report is presented of the effect of vitamin By on 33 cases of 
osteoarthritis and 2 cases of osteoporosis. All patients met certain criteria to con- 
firm their diagnosis. 

Crystalline vitamin By was given in doses ranging from 30 to 900 yg. per week. 
All patients were requested to take the vitamin parenterally for at least three 
successive weeks. Although definite benefit was noted on all dosage schedules, 100 
ug. per week seemed to be the optimum for obtaining most rapid results. 

The following results were obtained for 33 cases of osteoarthritis. By the end 
of the first week, 20 patients had benefitted by the treatment, and of these 7 had 
obtained 100 per cent relief. By the end of the second week, 4 more showed partial 
relief and 2 more showed 100 per cent relief. By the end of the third week a total of 
16 showed partial relief of symptoms and a total of 14 had 100 per cent relief, or 30 
of 33 patients showed some benefit in this arbitrarily selected period. In some 
patients who had obtained only partial relief during the three week period, it was 
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found that continuation of the treatment brought about 100 per cent relief. 

Both cases of osteoporosis reported upon began to be relieved with the first week 
of treatment and were entirely asymptomatic by the third week. 

The longest interval between the last injection and continued absence of symp- 
toms is five months. 

The presently known biochemical action of vitamin By is discussed. The reason 
for its effectiveness in relieving symptoms of osteoarthritis and osteoporosis is 
not known. 14 references. | table.- Author's abstract. 


SPLEEN 


63. Giant Echinococcus Cyst of the Spleen. Case Reporl. rrepernic Ww. BANCROFT, 
New York, \. Y. Rev. Gastroenterol. 18:882-87, December 1951. 


\ male, age 65, who had been brought up in Italy and had returned there several 
times, gave a history of L.U.Q. swelling of 30 years’ duration. His family doctor 
had sent him to a cancer hospital with the diagnosis of splenomegaly of unknown 
etiology. There he received large numbers of x-ray treatments over a one year 
period. Anemia and weakness resulted, but no improvement occurred in the size of 
the spleen. 


When first seen by Dr. Seiler in October 1945, the entire L.U.Q. was filled by a 
firm mass which flared the ribs outward. Respiratory embarrassment and poor 
appetite were prominent symptoms. \-ray treatments and symptomatic therapy 
were again instituted. No improvement followed, and he was referred to Dr. 
Bancroft for consideration of splenectomy. After examination and additional 
work-up, his splenomegaly was deemed inoperable. 


Several months later the mass developed a cystic consistency. This observation, 
and the dyspnea and general distress caused by the tumor, prompted a decision to 
operate. On May 14, 1947, through a small incision over the cystic area, a large 
amount of fluid containing echinococcus daughter cysts was evacuated. Drainage 
and irrigation were instituted and continued until July 23, 1947, at which time a 
second operation was performed, Through an L-shaped incision enclosing the 
sinus tract, a large cavity was entered. The cavity extended to the diaphragm 
and pushed the stomach toward the midline. The left lobe of the liver was un- 
involved. Part of the wall of the cavity was formed by a fixed spleen. Splenectomy 
was performed. A small portion of the tail of the pancreas also had to be removed. 
The long-standing disease had produced large calcified plaques which were peeled 
off the diaphragm and the lateral margin of the stomach with great difficulty. 
After a stormy convalescence, the patient was discharged August 18, 1947. The 
wound healed completely. As of April 9, 1951, he had continued in good health, 
had gained considerable weight, and was back at work. 


One of the two pathologists to whom the specimen was submitted reported that 
hooklets were not demonstrable within the spleen, but that many were present in 
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the fragments of material from the cystic area removed during the second operative 
procedure, 

Echinococcus involvement of the spleen occurs in about 2 per cent of cases of the 
disease. The presence of the enlargement in the spleen region for 30 years is un- 
usual. Echinococcus cystic disease was not suspected at the time of the original 
operation. With no focus in the left lobe of the liver, and with the spleen innately 
adherent and part of the cystic wall, one must assume that primarily this was 
echinococcus disease of the spleen. 2 figures.—-Author’s abstract. 


VASCULAR SURGERY 


61. Surgical Treatment of Mitral Slenosis. Gornpon wurnay, Toronto, Ontario. 
Canad. M. A. J. 65:307-12, October 1951. 


The surgery of great vessels for congenital heart disease leads naturally to a 
great deal of enthusiasm for intracardiac surgery, but while the former is a develop- 
ment of very recent years, it is interesting to note that attempts at dealing with 
stenosed mitral valves dates back to the beginning of the century. 

The author's interest in the subject developed in the form of some experimental 
work in 1935. This was not applied until 1945 when he operated upon his first 
patient. This patient is still alive and working and does not seem to be failing in 
any sense, except from the inexorable march of time. 

Rheumatic infection, whatever may be its source, damages the musculature as 
well as the valvular systems of the heart. Medical treatment was designed to im- 
prove the function of the muscle so that it might be more able to overcome the 
obstruction or leaking of the valve systems. From the author's point of view, how- 
ever, if there is increased work, produced by stenosis or regurgitation, at one or 
more valves, this adds an extra load to a muscle which is already damaged and, 
while the muscle can be improved in many respects and the conduction changed to 
improve this function, if the heavy load imposed by obstructing valves could be 
relieved, then the muscle would be more able to carry on adequate circulation. 

All patients on whom the author has operated have been under medical treatment 
and in spite of this, most have shown signs of failure. All but 4 of 37 patients 
operated upon have had auricular fibrillation. Massive thrombosis in the left 
auricle, encountered frequently, is at present a contraindication to operation and 
should be suspected if a patient in failure does not respond to medical treatment or 
if x-rays show a calcium deposit. Extreme pulmonary hypertension is another 
contraindication. 

Of 37 valves operated upon, there have been no operative deaths, but the hospital 
mortality rate has been about 20 per cent. Fifty-five per cent of all operated upon 
have what might be termed fairly good results, with ability to return to some sort 
of work. 


While there is great enthusiasm at present over the future of surgical treatment 
for this disease, the author believes that this must be tempered with caution. Some 
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patients are much improved, but the difficulty still lies in the proper selection of 
cases. It is not known how long these results will last or whether the disease will 
reactivate and heal the incisions made in valves. 


65. Surgical Treatment of Ventricular Fibrillation. sULIAN JOHNSON AND C. K. 
KIRBY, Philadelphia, Pa. Ann. Surg. 134:672-82, October 1951. 


Ventricular fibrillation is closely allied to the problem of cardiac arrest, in which 
a successful outcome is being reported with increasing frequency. Successful 
defibrillation of the ventricles has been rare, no more than five instances having 
been reported to the authors’ knowledge. During the past five years, the authors 
have attempted defibrillation in 10 patients at the University of Pennsylvania 
Hospital, with 4 complete recoveries. For all 4, resuscitative measures were prob- 
ably begun within four minutes after the onset of ventricular fibrillation or cardiac 
arrest. For the 6 patients who did not survive, efforts at resuscitation were prob- 
ably not begun within six minutes in any instance. This emphasizes the vital im- 
portance of prompt recognition of the condition and immediate treatment. 

Ariificial circulation and respiralion: Adequate circulation, produced by cardiac 
massage, and adequate respiration, produced by artificial ventilation of the lungs, 
must be established within four minutes. All other considerations are of secondary 
importance, for if this time period is exceeded, the patient's cerebrum will most 
certainly be irreparably damaged. The essential points in the technic of cardiac 
massage follow: (a) the rate of cardiac compression should be rapid (80-120 times 
per minute); (b) the venous return to the heart should be supplemented by mod- 
erately rapid intravenous administration of crystalloid solutions and blood; and 
(c) the cerebral circulation may be increased by intermittent occlusion of the 
thoracic aorta. If they have not already been given prophylactically, procaine or 
Pronestyl should be given intravenously to decrease myocardial irritability. This 
measure alone may bring about reversion to normal rhythm; 5 ce. of 2 per cent 
procaine may be injected intrapericardially. The most reliable method of stopping 
ventricular fibrillation is by electric shock according to the technic of Hooker and 
others. The purpose of applying electric shock is to produce a strong, simultaneous 
contraction of all the fibrillating muscle fibers. This is followed by simultaneous 
relaxation, and after a brief pause, normal contractions usually begin. A 60 cycle 
alternating current, taken from a wall-socket, is led through an adjustable re- 
sistance coil and an ammeter. The desired current is obtained by varying the 
resistance. A desirable additional safety feature is an isolating transformer, limit- 
ing the amount of current leaving it. The electrodes should also be insulated, 
and the surgeon and anesthetist should wear two pairs of rubber gloves. The 
electrodes are pressed firmly against the anterior and posterior walls of the myo- 
cardium, and three shocks of less than one second’s duration are thrown into the 
heart at intervals of about one second. With each shock the patient’s entire body 
is thrown into a violent muscular contraction. If normal contractions do not occur 
after a brief pause, cardiac massage should be resumed until the heart is again well 
oxygenated, then repeat the shocks. Because ventricular fibrillation frequently 
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occurs during cardiac massage for cardiac arrest, equipment for defibrillation of the 
ventricles should be available whenever cardiac resuscitation is attempted. 1 
figure. 2 tables. 17 references. 


GENITOURINARY SURGERY 


66.  Cysladenoma of the Seminal Vesicle, A Pathologie Curiosily. Report of a Case 
and Review of the Literature Concerning Benign Tumors of the Seminal \ esicle. 
EDWARD H. SOULE AND MALCOLM B. DOoCKERTY, Rochester, Minn. Proc. Staff 
Meet., Mayo Clin. 26:406-14, Oct. 24, 1951. 


Benign neoplasms arising in the seminal vesicles are rare. They are seldom 
diagnosed during the life of the patient. Five cases of benign tumors of the seminal 
vesicles, excluding simple cysts, lipomas, and hemangiomas, were found in the 
literature. This report concerns a 47 year old farmer in whom a rectal mass was 
discovered during routine physical examination, An extrarectal, extravesicular 
mass was demonstrated to have pushed the bladder anteriorly and to the right, 
with distortion and flattening of its lumen. Excretory urograms disclosed nothing 
abnormal. At operation the tumor was found to arise from the region of the left 
seminal vesicle and to have displaced the pelvic viscera posteriorly and to the right. 
The vas deferens and blood vessels entered the tumor at a “hilus” on the medial 
inferior surface. 

The tumor was Lt by 6 by 6 em., and had an irregular, lobulated shape with a 
smooth surface, except for a rough, warty appearance over the inferior pole. The 
cut surface revealed a “hilus’ composed of dense connective tissue admixed with a 
few bundles of smooth muscle. Crude supporting septa radiated between multi- 
locular cysts which were filled with colorless, glairy fluid. The cysts ranged from 
1.5 to less than | mm. in diameter. Near the surface, the eysts were small and ap- 
peared to arise from the surface of the tumor, which was covered with tall colummar 
epithelium. The tall columnar epithelium lining the cysts frequently contained 
yellow granules which were sudanophilic and resembled those seen in the epithelium 


of the normal seminal vesicle. No cilia, mucus droplets or spermatozoa were 


demonstrated. There was no evidence of anaplasia in the epithelial or stromal 
elements. 

It was postulated that an area of neoplasia had occurred somewhere along the 
10 em. coiled tube that makes up the seminal vesicle. The active proliferation of the 
epithelium and stroma pushed the remaining portion of the seminal vesicle before 
it in such a manner as to cause its atrophy and obliteration. The lack of a capsule 
about the tumor may be explained by assuming that the thin envelope of remaining 
vesicle was opened, and a line of cleavage was thus established. Ascribing of the 
origin of this tumor to the seminal vesicle, rather than to remnants of miillerian 
duct, is considered valid because of its anatomic location, type of epithelium, ab- 
sence of mucus, and the staining reaction of the cytoplasmic granules. 11 refer- 
ences. 3. figures.—Author’s abstract. 
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67.  Papilloma of the Bladder. CLEMENT Pp. o'N¥ILL, Rock Island, Ill. J. Internat. 
Coll. Surgeons 16:753-59, December 1951. 


Papilloma of the bladder constitutes 90 per cent of all tumors of the bladder. 
This paper is a brief account of the present status of papilloma of the bladder. 
There are no glands and no lymphatic vessels in the bladder mucosa. The malig- 
nancy of papillomas of the bladder is now a recognized and accepted fact. [It has 
been proved that so-called benign papillomas metastasize, according to Ewert and 
Summons in a recent article. Hematuria is sometimes the first indication of vesical 
neoplasm, and such warning should be heeded so that an early diagnosis and early 
treatment may be instituted. All tumors of the bladder should be treated by early 
radical surgical intervention, either transurethrally or suprapubically. As every- 
one knows, the word “radical” is derived from the Latin word radiz, or root. One 
should not be content with removing the tumor; one must also annihilate the roots 
if recurrence of the growth is to be prevented. The cystoscopist who merely lops 
off the branches of a vesical papilloma and ignores the roots does his patient a 
disservice. The inevitable recurrence will convince him of this fact. Unnecessary 
sacrifice of the bladder should be avoided. One should consider the retention and 
maintenance of function as well as the elimination of the growth. The degree of 
mural invasion, as has been pointed out by H. J. Jewett, is an important factor in 
determining the type of therapy to be employed. Regardless of its histologic 
pattern and the degree of malignancy, any tumor that has infiltrated less than half 
way through the muscularis usually is confined to the bladder wall. Tumors that 
have infiltrated more deeply usually have spread beyond it. Therefore, Jewett 
recommends that each cancer patient be treated on an individual basis. The 
patient with a papilloma of the bladder should be given a thorough physical exam- 
ination and scrutinized for evidence of metastases. In association with Rolnick, I 
was one of the first to describe cutaneous metastases from a carcinoma of the urinary 
bladder. Carcinoma of the bladder is known to metastasize to the bones, the 
lymph glands, and remote parts of the body, although the usual process of dis- 
semination is not by metastasis, either lymphogenous or hematogenous. It usually 
takes place by direct extension into the pelvis and later reaches the perineural and 
peritoneal lymphatics. The exact diagnosis of papilloma of the bladder is made by 
cystoscopic examination and bimanual abdominal, rectal, and vaginal palpation. 
In performing a biopsy, one should attempt to get a portion of the vesical mus- 
culature in order to determine whether invasion of the subsurface has taken place. 
Recurrent bladder tumors are often produced by the roots or nests of the original 
growth, which have been left behind. Bi-annual postoperative cystoscopic study is 
advisable. Whether the roots are superficial or deep is as important as, if not more 
important than, the pathologist's classification and grading of one to four. With 
total cystectomy and ureteral implantation, a submucosal tunnel should be created 
and a mucosa-to-mucosa approximation accomplished in order to obtain the best 
results and to prevent obstruction, reflux, infection, and leakage. 


| have reported a case of recurrent papilloma of the bladder, which recurred 
seven years after transurethral resection. Biopsy specimen was reported as a 
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grade | papillary carcinoma of the urinary bladder. The tumors were so numer- 
ous that they completely filled the bladder, They were treated by open cystotomy 
and excision of the tumors, using a Bovie unit. Extensive coagulation was nec- 
essary, involving the lateral walls and the floor of the bladder, the region about 
the ureteral orifice, and the neck and dome of the bladder. Radium, anchored 
in a Foley catheter was applied, after the method of Lewis. The dosage of radium 
was as follows. First application: 38.3 millicuries of radon were applied for three 
days, a total dose of 2,130 millicurie hours. The second dose was applied two weeks 
later, the second dose or radium being 29.2 millicuries of radon. This was applied 
for two days and three hours, a total of 1,650 millicurie hours. This dose is 10 
per cent higher than that required to complete the full “cancer lethal” dose. How- 
ever, this increase is usually made in order to allow for the increase in radio-resis- 
tance of tissue when fractional doses are given. Fractional doses are given and are 
indicated especially in cases in which there is extensive denudation of the bladder, 
At the time of the second application of radium, a transurethral resection of the 
prostate gland was done, with removal of 20 Gm. of hyperplastic prostatic tissue 
which obstructed the bladder neck. The patient was discharged from the hospital 
five days later, at which time the urine was free of blood. 

Follow-up treatment approximately three months later revealed that the patient 
voided easily 6 to 8 ounces of grossly clear urine. His control was excellent. He 
had gained 15 pounds (6.8 kg.). He had a low-grade pyuria, but cystoscopically, the 
bladder mucosa was approaching normal, showing some scarring and telangiectasia, 


The bladder was free from stones or tumors. There was no apparent vesical irri- 


tability due to the radon. The upper urinary tract showed some clubbing of the 
renal calyces. 

| have tried to point out in this paper that radical treatment implies removal of 
the roots. The objective of successful therapy is to prevent recurrence. Because 
of the absence of lymphatics in the bladder mucosa, the spread is by direct exten- 
sion into the muscularis. Radium attacks the roots. With its use, vesical funetion 
may be preserved. Segmental resection is less heroic than total cystectomy. Total 
cystectomy shoves one back in the evolutionary scale by the creation of a cloaca, 
with its attending ills. 


The majority of tumors of the bladder are of a low-grade malignancy. The 
therapeutic success of the Radon bomb, combined with local therapy, in the treat- 
ment of multiple papilloma and grade | malignancy would merit its more wide- 
spread use. It is hoped that higher grade malignancies and more rapidly invasive 
infiltrating carcinomas will likewise be thwarted in their growth through the use of 
the Radon bomb, applied early and properly under the joint control of the genito- 
urinary surgeon and the physicist. Figures recently released by Jewett revealed 
that complete extirpation provides only a three per cent five year survival rate 
when the tumor has infiltrated into the deeper layers of the bladder wall. The 
deeper the mural infiltration, the poorer the prognosis. A malignant tumor with 
superficial roots gives a good prognosis with extirpation. 5 references. 2 figures. 
Author's abstract. 
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68. Nocluria in the Aged. W. RUBIN AND HENRY NAGEL, Baltimore, Vid. 
J. A. M.A. 147:800-11, Oct. 26, 1951. 


Nocturia is a frequent complaint and an important symptom of the aged. The 
cause of this symptom in 144 patients with particular emphasis as to age, sex, blood 
pressure, blood urea, and urine analysis was carefully studied. 

The causes of nocturia can be conveniently classified as: (1) physiologic, (2) 
psychologic, (3) cardiac, (4) renal, and (5) obstructive or urologic. — The differ- 
ential diagnosis is discussed. The most important and most serious basis for noc- 
turia are the urologic causes, and these are further divided into four groups, 
namely: (1) infective, (2) reflex, (3) diminished bladder capacity, and (4) obstruc- 
tive. The latter are again conveniently divided into four groups: (1) bladder neck 
contractions, e.g., median bars, fibrosis, hypertrophied interureteric bars; (2) 
prostatic enlargements, either benign or malignant (the size of the gland is of little 
importance), and postprostatectomy conditions with persistent nocturia: (3) 
bladder calculi, cystocele, and diverticula, with obstruction to the free outtlow of 
the bladder urine; and (4) urethral obstruction, e.g., strictures. 

It has also been our observation in prostatectomy patients that the longer the 
symptoms have been present prior to prostatectomy, the longer and more bother- 
some the persisting symptoms were after prostatectomy. Generally, nocturia per- 
sisted longer after transurethral resection than after open prostatic surgery. 

Though the urologic causes of nocturia are the most important, in our opinion 
the main cause of nightly frequency is subclinical or manifest cardiac decompensa- 
tion. Author's abstract. 


TRAUMATIC SURGERY 


69. Profound Accidental Hypothermia. LatemMan, Chicago, Ul J. 
M. A. 147:1201-12, Noy. 24, 1951. 


Physiologic studies were made upon a patient during and after severe hypo- 
thermia. A 23 year old Negro woman was exposed to temperatures ranging from 

11°F. to--15° F. for a period of about 9 hours. Upon admission to the hospital 
she had a respiratory rate of 3 to 5 per minute and an apical pulse rate of from 12 
to 20 per minute. The rectal temperature was taken with a chemical thermometer, 
calibrated according to the centigrade scale 75 minutes after admission, and was 
found to be 18° C, (64.4°F.). Two hundred milligrams of cortisone were injected 
into the rectus abdominis muscle 90 minutes after admission. 

Blood tests made at the time the rectal temperature was 64.4° F. showed, among 
other things, a remarkable hyperglycemia of 438 mg. per 100 ce. The blood pH 
was 7.17 and the CO, combining power was 17.9 mM/L.  Electrocardiograms and 
basal metabolism tests were taken when the rectal temperature was 68° F. 

The electrocardiogram revealed no P waves. The ventricular action was ir- 
regular, at an average rate of 42 per minute. The longest R-R intervals were 
equal, corresponding to a rate of 30, and intervals of less duration, separating the 
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longest intervals, showed progressive shortening. It was assumed that depression 
of the primary pacemaker (complete sinus standstill) or complete sino-auricular 
block could be the primary disturbance of rhythm. The S-T-T- complexes showed 
marked prolongation and bizarre configuration. The S-T was elevated in most of 
the leads. 

Oxygen consumption curves revealed remarkable irregularity in amplitude and 
rate. It became necessary to perform a tracheotomy some 4 hours after admission 
because of oxygen hunger, as evidenced by gurgling sounds in the throat and chok- 
ing sounds that came with labored breathing. Immediately after the tracheotomy, 
oxygen administrated through the tracheotomy tube resulted in easier breathing. 

The recovery curve to normal temperatures followed an almost straight line 
under thie influence of slow warming at room temperature, which was regulated to 
approximate the patient's temperature. The patient regained consciousness slowly, 
beginning about 9 hours after admission, when the rectal temperature was 80.6° F. 

Initial treatment of the frostbitten extremities consisted of the application of 
petrolatum gauze and fluff dressings with mild external elastic pressure, after it was 
decided that the patient might survive. Anticoagulant therapy was begun as soon 
as peripheral blood pressure was perceptible, about 12 hours after admission. 

The general plan of care upon recovery to normal temperatures consisted of 
frostbite care (anticoagulants and dressings), measures to prevent infection (anti- 
biotics, tetanus antitoxin, and gas gangrene antitoxin), and general care. 

Posthypothermic studies can be summarized as follows. The ocular findings, 
which in the hypothermic state revealed ischemia retinae, showed no residual 
pathology in subsequent examinations. 


Klectrocardiographic data revealed a configuration of T-waves similar to a pattern 


seen in the course of acute pericarditis six days after admission. There was resti- 
tution to normal 13 days after admission. The respiratory tract at no time showed 
evidence of lung pathology. Hematologic findings showed normal bone marrow at 
all times and peripheral blood findings of a remarkable drop in hematocrit, hemo- 
globin, and red blood cell levels in the week following admission. 

The severest: physiologic sequelae in this case occurred within the two-week 
period following exposure. They were reflected in most of the body systems. 
During this period there occurred an apparent hypervolemia with concomitant 
hypertension, sodium retention, and azotemia. Attempts to analyze the basis for 
these deviations from the normal led us to the supposition that actual anatomic 
damage to the kidney was superimposed on the functional derangements in such 
organs as the adrenal gland, the kidney, and the heart. This damage was evidenced 
by the presence in the urine of degenerated renal cells containing fatty droplets 
which appeared in the early posthypothermic period. In another sense, the pres- 
ence of gangrenous peripheral tissues (hands and legs) may have superimposed 
further functional deviations through absorption. Supporting evidence for the 
latter contention was found in the extremely high potassium excretion and in the 
disappearance of hypertension after the amputations. 

Electroencephalographic studies showed no evidence of change in the electro- 
encephalographie record after exposure. 
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The frostbite sequelae consisted in the development of huge blisters over all 
four extremities, with retention of motion in all digits for about eight days. De- 
bridement of necrotic overlay was carried out under sterile conditions as it separated 
spontaneously from underlying tissue. Twenty-six days after admission debride- 
ment revealed that there was deep necrosis in the tibialis anterior muscle, with 
peripheral necrosis of deep tissues in the feet. Twenty-eight days after admission, 
guillotine amputations were performed at the lowest possible level commensurate 
with viable tissue, about 9 inches below the knee bilaterally. Fingers were ampu- 
tated only beyond the line of demarcation to preserve the maximum amount of 
tissue. Several skin grafts were performed on the stumps of legs and hands. 

The destruction of peripheral tissues due to frostbite injury presents a difficult 
therapeutic problem inasmuch as it is necessary to balance the ill-effeets of ab- 
sorption against a conservative surgical standpoint in which one wishes to preserve 
the maximum amount of tissue by allowing demarcation to take place. This case 
presen_ed evidence that the loss of viability resulting from direct thermal injury is 
more responsible for irreversible damage to tissue than is vascular occlusion. 

We cannot explain the fact that one digit retained its viability despite the fact 
that it underwent the same apparent degree of frostbite and exhibited the same 
early stages of tissue change as did the other digits. There appears to be an urgent 
need for intensive animal experimentation to answer several of the questious raised 
by the study of this interesting case. We feel that such experimentation should 
concentrate on physiologic studies and treatment of the more profound degrees of 
hypothermia and frost injury to tissues, since it appears from our study that con- 
clusions reached in much of the work on milder degrees of cold exposure do not 
apply to the severer types. 26 references. 10 figures. 2 tables. Author's abstract. 


The use of heparin has been most valuable in this type of case. J. UH. F. 


MISCELLANEOUS 


70. Pilonidal Cysts and Sinuses. A Statistical Review. Louis PALUMBO, 0. ML. 
LARIMORE, ANDI. A. KATZ, Des Moines, lowa. Arch. Surg. 63:852-57, Decem- 
ber 1951. 


In a collective review of 4,895 cases of pilonidal cysts and sinuses treated by the 
open method, the failures ranged up to 63 per cent, with an average rate of reeur- 
rence of 12.7 per cent. In 1,184 cases of primary closure, the recurrence rate was 
given as 2 to 53 per cent, with an average of 21.9 per cent. In 377 cases of partial 
closure, the recurrence rate was given as 6.6 per cent to 75 per cent, with an average 
of 18.5 per cent. 

In the present series of 171 patients, the patients were followed up for 3 years. 
The open method, with excision and packing, was done in 151 cases, excision with 
primary closure in 5 cases, and marsupialization in 16 cases. Spinal anesthesia was 
employed. Postoperative treatment in the open method cases consisted of simple 
cleanliness, sitz baths, packing, dry dressings and mechanical prevention of “bridg- 
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ing.” Antibiotics were administered in most of the cases. In 132 cases (76.7 per 
cent), a follow-up was possible. One hundred and seven patients (94.7 per cent) 
were cured by the open method. The cases treated by the other two methods were 
too few to warrant evaluation from a statistical point of view. Of 52 patients 
having had previous operations, 98 per cent were now cured by the open 
method. Six patients had infected cysts on admission. In 3 cases, incision 
and drainage preceded excision and open packing, and 3 patients were treated 
at once by the open method. Marsupialization was done in 1 case. Following 
operation, the wound continued to drain in 3 cases. There was mild soreness over 
the sears in 15 cases. In 3 patients, a small superficial fissure developed in the 
natal cleft, associated with excessive perspiration and lack of cleanliness. In one 
case drainage recurred following primary closure, and the patient was cured by the 
open operation. 

Hospitalization in the cases treated by the open method averaged 17.2 days; in 
cases treated by primary closure, hospitalization lasted 22.4 days, and in cases 
treated by marsupialization, 16.9 days. 

Following a review of the literature and of their own cases, the authors conclude 
that the open method of excision and packing yields the greatest number of cures. 
9 references. 9 tables. 


The open operation is the safest and best method. 3. F. 


Hemaluria as a Manifestation of Sickle Cell Disease. 4. A. CRERCY, N. BR. 
VARANO, AND T. G. HURDLE, Newport News, Va. Virginia M. Monthly 78: 
612-16, December 1951. 


Hematuria without other demonstrable causative evidence in’ Negroes should 
make the physician suspect sickle cell disease. Hematuria as a manifestation of 
sickle cell disease has only recently been reported and the authors present 2 cases. 
In | patient hematuria was the only presenting symptom, and a nephrectomy was 


done as a life-saving measure. The second case had many and variable symptoms 
besides hematuria. 


The rapid and accurate method of determining the sickle cell trait, described by 
A.W. Williams and J. P. Mackey, is presented as a preferred method over the sealed, 
wet preparation. 

The incidence of the disease in Negroes is sufficiently high (about 8 per cent) to 
warrant a sickling test on all Negro patients where the diagnosis is not immediately 
apparent, and a routine sickling test seems justified in all hospitalized Negro 
patients. 9 references. Author's abstract. 
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FOREWORD 


The objective of the Ouarrerty Review or OrorRHINOLARYNGOLOGY AND 


BroxcHorsoPpHAGOLoGy, now incorporated in the QUARTERLY Review or SURGERY 


AND SURGICAL SpecIALTIES, is to bring together in one publication, in concise 
form, the essence of all that is published in otology, rhinology, laryngology, bron- 
chology and esophagology from the world’s voluminous literature, so that with a 
minimum of time and expense you are enabled to keep abreast of the rapid progress 


in these special fields of medicine and surgery. 


The organization and simplification of the new data and the separation of the 
less significant findings from the important facts keep you continuously posted. 
The Review or OTORHINOLARYNGOLOGY AND BRONCHOESOPHAGOLOGY 
brings you many new clinical discoveries—improved technics—-world-wide re- 


nearch——a vast fund of important data, all in concise form. 


The clinical facts presented here are systematically gathered from every avail- 
able source. They are condensed from more than 300 medical and surgical peri- 
odicals, transactions and special publications and are properly classified and 


indexed for quick reference. 


\ section entitled “The International Record of Otorhinolaryngology and 
Bronchoesophagology” is included and consists of advanced experimental and 


clinical reports in otorhinolaryngology and bronchoesophagology. 


| 
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ABSTRACTS 


otology 


MIDDLE EAR 


33. The Menacing Specter of Chronic Aural Suppuration. PRANCIS L. LEDERER, 
Chicago, IIL. J. Internat. Coll. Surgeons 17:151-66, February 1952. 


Antibiotics have not eliminated middle ear disease and surgical mastoiditis, nor 
has the dictum indicating surgical drainage of a suppurative focus been changed in 
this antibiotic era. Dependence on antibiotics has exposed many patients to the 
unpredictable ravages of hearing disabilities, meningitis, brain abscess, lateral sinus 
phlebitis, or facial paralyses. It is true that chronic suppurative otitis media will, 
in the majority of cases in which there is nothing that threatens the life of the 
patient, respond to nonsurgical remedies. Greatly mismanaged are the chronic 
discharging ears associated with marginal or attic perforations that fail to clear under 
medical treatment. The life of a patient so afllicted is jeopardized by the clinician 
who would await some remarkable gross change while overlooking the minutiae so 
well known to the trained otologist. 

Cholesteatomas show two significant anatomic characteristics: (1) There is, as a 
rule, only one cavity, which has smooth walls and lies in a compact bone. (2) The 
walls of this cavity are always lined by a high squamous epithelial layer. The 
theories concerning cholesteatoma formation are presented. The author does not 
subscribe to the “tumor theory” because the occurrence of a primary cholesteatoma 
in a middle ear that is not infected is extremely rare. In addition, microscopic 
examination of several hundred temporal bones by Brunner failed to reveal evidence 
of a single primary cholesteatoma. The author believes that the anatomic basis for 
the development of a cholesteatoma in chronic otitis media is the hyperplastic 
state of the mucous membrane and the disturbance or restriction of pneumatiza- 
tion of the temporal bone. According to usual concepts, the hyperplastic mucous 
membrane is replaced by an ingrowth of epidermis of the external canal into the 
middle ear, classically through a marginal perforation. The cholesteatoma associat- 
ed with a pinhead-sized perforation in Schrapnell’s membrane develops in the pres- 
ence of the following factors: (1) a hyperplastic type of mucous membrane associat- 
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ed with restriction of pneumatization of the mastoid bone, and (2) the formation 
of a separating connective tissue membrane between the attic and the middle ear, 
together with a reasonably good development of the attic region in the presence of 
chronic suppurative otitis media and blockage of the eustachian tube. Such con- 
nective tissue bands readily develop in the course of latent inflammations. The 
size of a cholesteatoma is dependent upon the time when its development set in and 
the duration of the suppurative process. 

The diagnostic points in cholesteatoma are as follows: (1) seanty, fetid discharge 
from the ear without acute symptoms, such as pain and fever, at the onset of the 
disease; (2) there is usually some diminution of hearing, although this is seldom 
profound; (3) dizziness is seldom marked, as these cholesteatomas have more of a 
tendency to extend through the antrum into the superior angle of the pyramid than 
to invade the labyrinth; (4) the most significant observation is the perforation in 
Schrapnell’s membrane; (5) functional tests of hearing usually reveal middle ear 
deafness of a mild degree: (6) roentgenographic study of the temporal bone. 

The prognosis of epitympanic cholesteatoma is worse than that of the common 
cholesteatoma in which there is total destruction of the tympanic membrane. 
Epitympanal cholesteatoma can be dangerous to life in two ways: (1) by a process 
of insidious extension by which the tegmen tympani is slowly destroyed: an extra- 
dural abscess gradually develops, which produces no significant symptoms except 
a slight headache, and then, suddenly, meningitis ensues and may cost the patient 
his life: and (2) epitympanal cholesteatoma may become acutely inflamed after 
acute disease of the upper respiratory tract. Differentiating an acute exacerbation 
of an epitympanal cholesteatoma from acute otitis media is therapeutically and 
prognostically significant. 

If the ear is dry and the perforation is closed by an atrophic membrane, no active 
treatment need be given. If the process produces a scanty discharge and no other 
symptoms of a beginning intracranial complication, therapy may be medical, 
namely, wiping with a cotton applicator saturated with carbon tetrachloride, ad- 
ministration of alcohol-type drops to nullify the odor and provide the basis for the 
dry treatment, and tubal inflations to maintain the patency of the eustachian tube. 
Absolutely to be avoided in these cases is repeated probing of the middle ear or 
aleohol irrigations of the minute perforation with an attic cannula, for these may 
lead to acute infection of the cholesteatoma. 


If the discharge is scanty and there are symptoms of a beginning intracranial com- 
plication (headache, poor physical state, vertigo, mastoid symptoms, change in 
sensorium, fever), an operation should unhesitatingly be performed. The choice 
between the modified and complete radical procedure depends upon certain points: 
(1) the degree of hearing loss; (2) the intensity or urgency of the intracranial signs: 
in meningitis or brain abscess, a modified radical operation may prove inadequate ; 
(3) the tympanic membrane picture; if the mesotympanal and hypotympanal por- 
tions of the middle ear are normal, a modified or conservative radical procedure can 
be performed; (1) the patient’s condition during the operation; if the patient nas a 
very high attic, a conservative radical operation will have a better chance of healing 
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and a dry ear ensuing than in patients in whom the attic is low. In cases of doubt, 
it is better to perform a complete radical operation. 

It is not unusual to find that in such instances the surgeon performs a simple 
mastoid operation, which, of course, cannot be of value even when it is done so 
widely as to expose the lateral sinus and the dura. [t must always be borne in 
mind that in these cases the focus does not reside in the mastoid proper, but rather 
is situated in the middle ear. Consequently, any operation that fails to provide 
adequate drainage of the middle ear is without value. 14 references.— Author's 
abstracl., 


INTERNAL EAR 


34. The Effect of Cholestealosis on Bone. 1.0. WALSH, WALTER P. COVELL, AND JOSEPH 
H. OGURA, St. Louis, Mo. Ann. Otol., Rhin. & Laryng. 60:1100-13, December 
1951. 


The destructive effect of cholesteatosis on bone has long been recognized. The 
effect of the pressure of desquamating epithelial cells unable to escape through a 
small osteum was thought to cause bony erosion. Experiments to test the validity 
of this theory and that of the effect of cholesterol are described. The histopathology 
of ossicles removed from cases of cholesteatosis show: (1) an osteolytic process 
occurring in the calcified cartilaginous rests in the enchondral layer of bone; (2) 
dissolution of bone seems to be accompanied by the invasion of the cholesteatosis 
matrix: (3) replacement of necrotic bone by fibrous tissue occurs. The pressure 
theory of bone necrosis is not valid. It is uncertain whether a chemical lytic process 
or interference with the blood supply is the chief cause of bony necrosis. Experi- 
mentally, cholesterol plays no part in this osteolytic process, 2 references. 10 
figures. 1 table.-Author’s abstract. 


MASTOID 


35. Skin Grafling in Radical Mastoideclomy and Fenestration. ¥. HARBERT, 
Philadelphia, Pa. J. Internat. Coll. Surgeons /7:213-16, February 1952. 


This paper is based on experiences in the course of split thickness skin grafting of 
about 175 radical mastoidectomy and fenestration cavities. The mechanism of 
“take” on bone is described and the stage of exfoliation explained as one reason for 
apparent failures in the past. An important criterion for suecess is extreme thin- 
ness of the graft. Simplified methods of cutting and handling grafts and oblitera- 
tion of all dead spaces by careful packing is stressed. In fenestration cases, the per- 
centage cf take is usually high, and the cavity is completely healed by the end of 
the fourth week. In radical mastoidectomy, results are somewhat less favorable. 
In the latter, grafting of the middle ear is particularly successful and beneficial. 
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After-care consists of removal of parresine gauze packs on the tenth day, irrigation 
of the cavity to remove cellular debris with 3 per cent saline during the third week, 
and thorough drying and dusting with Sulzberger or terramycin powder thereafter. 
\uthor’s abstract. 


8 references. 


AUDIOLOGY 


36. Rubella and Deaf-Mutism in Sweden. IvstamM, Lund, Sweden. Acta 
oto-laryng. 39:380-87, October 1951. 


An investigation into the occurrence of rubella during pregnancy of the mothers 
of the 538 pupils attending Swedish schools for deaf-mutes revealed as follows: 


1. The mothers of 31 (12 per cent) of the 261 children with deaf-mutism of 
doubtful origin had had rubella within the first 4 months of pregnancy 


2. There was a certain relationship between the over-all incidence of rubella 
and the frequency of deaf-mutes born to mothers who had had rubella during 
pregnancy. Thus, of the deaf-mutes born during the years 1937 and 1941—-years 
when rubella was unusually common—the mothers of more than 10 per cent had 
had rubella during the period of gestation. 


3. In Sweden rubella during early pregnancy seems to cause deaf-mutism in 
about 3-5 per cent of the children subsequently born, the corresponding number of 
total malformations in general being about 10-20 per cent. 


1. The frequency of malformations seems to be high enough to justify prophy- 
lactic measures, such as the deliberate infection of young girls with rubella and the 
use of convalescent serum or, if unavailable, of gamma globulin in those instances 
in Which pregnant women are exposed to the risk of infection with rubella. 31 
1 tables. 


references, 


37. Hearing Aids: How They Work and for Whom. tr 5. HIRSH, St. Louis, Mo. 
Ann. Otol., Rhin. & Laryng. 60:1032-38, December 1951. 


The function of a hearing aid is solely to make sounds more intense. It does 
nothing to the hearing of a patient. By adhering to this principle rigidly, the author 
shows why the hearing aid should be more successful with cases of conductive 


hearing loss, where the pathology is analogous to physical attenuation, the opposite 


of amplification. It is further demonstrated that most examples of speech audiom- 


etry are actual pre-selection tests with a nonportable hearing aid of good physical 
characteristics. The relation between intensity and psychological dimensions, 
such as loudness and intelligibility of speech, is shown to account fer most of the 
bad experiences of persons with nonconductive hearing loss with hearing aids. 9 
Author's abstract. 


references. 
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PHARYNX AND NASOPHARYNX 


38. Management of Seasonal Hay Fever. samc. J. 1AUB, Chicago, Hl. Eye, Ear, 
Nose & Throat Monthly 30:668-74, 680, December 1951. 


The successful treatment of hay fever depends on the application of several 
principles. There is no short cut method for the treatment of this ailment. Correct 
diagnosis is important in determining the etiologic agent or agents responsible for 
symptoms. One of the most important steps in arriving at a diagnosis of seasonal 
hay fever is an accurate history containing the dates and places of onset of the 
initial symptoms. Tree pollens would be suspected around Decoration day, 
grasses around the fourth of July, and ragweed around Labor day. The physical 
examination should be complete, with emphasis placed on nasal and ocular smears 
for eosinophils. Skin testing is the most important part of the laboratory investiga- 
tion. 

One of the various antihistaminic drugs should be prescribed in doses of 25 or 50 
mg. every three or four hours. These drugs, according to an article by R. G. Taub, 
S. J. Taub and R. Miller, may be classified chemically into three empirical groups: 
(1) the ether series are Benadryl and Linadryl; (2) the Ethelenediamine series are 
Pyribenzamine, Antergan, Neoantergan, Thenylene, Neohetramine, Decapryn, 
Perazil, Phenergan and others; (3) Thephorin “Roche,” “Phenindamine” is a pyr- 
idyl base and thus differs from the other two groups. There is very little sedation 
produced, and stages of excitation, insomnia, and nervousness have been caused by 
its use. ACTH and cortisone are valuable additions in controlling severe symptoms 
temporarily. The ideal treatment of hay fever consists of hyposensitization. By 
injecting increasingly larger amounts of pollen extracts the patients’ resistance is 
raised to the point where exposure is tolerated. By this method asthma is pre- 
vented. 4 references. Author's abstract. 


LARYNX 


39. Sludies on the Perception of the Distorted Voice. errore® BOCCA AND AMEDEO 
PELLEGRINI, Milan, Italy. Acta oto-laryng. 39:173-81, December 1951. 


Recruitment is a pathological phenomenon, but it must be regarded, to a certain 
extent, as an effort of the inner ear to compensate for severe hearing losses limited 
to a part of the speech-frequency range. Although the increase in loudness which 
it produces takes place at the expense of frequency discrimination, it improves in a 
vast majority of cases the articulation for meaningful words, sometimes through a 
true mechanism of compensation to the hearing defect, more often mainly by im- 
proving the possibilities of psychic integration. 
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A series of experiments reported here, by which most of the hearing defects more 
often encountered in cochlear deafness with recruitment were artificially repro- 
duced, gave results which lend support to the above assertion. 

It is demonstrated that in cochlear deafness with steep slope audiograms, no 
possible calculation of the loss for speech can be made from the audiogram with 
anything more than a statistical probability, the loss depending in these cases not 
only on the audiometric loss, but also, and even more so by the entity of recruitment 
and of psychic integration, both of which cannot by any means be mathematically 
defined. 

The frequent agreement reported between actual loss and calculated loss for 
speech in such cases is a mere coincidence, due to the fact that the test material 
is represented by meaningful words and that in their perception both recruitment 
and psychic integration play a major role. 

A mathematical base to this agreement could in no case be given. 27 references. 
16 figures. 


40. Anesthelic Hazards in Oral Endoscopy. MARGARET P. PETERS AND HARMIA G. 
A. CHARBON, Chicago, Ill. Acta oto-laryng. 39:418-26, October 1951. 


A review of 327 consecutive peroral endoscopies performed under general anes- 
thesia in the out-patient department of the Otolaryngology Service is presented. 
An analysis is made of the type of anesthesia and surgical procedures, as well as 
the complications associated with the anesthetic management. Two case reports 


of death during anesthesia for oral endoscopy are presented, with a discussion of 
the possible etiological factors involved. 

From the past experiences of both otolaryngologists and anesthesiologists in this 
institution it appears that local anesthesia is preferable for most oral endoscopic 
procedures. Ether anesthesia is preferable for uncooperative children, or for adults 
who require general anesthesia and are poor anesthetic risks. In the patient in 
whom limitation of vital cardiac or respiratory reserve is present or may be pro- 
duced during surgical procedures, the use of an inhalation agent which stimulates 
rather than depresses respiration seems indicated. Intravenous pentothal sodium 
probably should be employed only in the good-risk adult patients who have pre- 
viously received atropine and topical anesthesia. Curare may be added occasionally 
to facilitate relaxation, if used with caution. Hypoxia must not be permitted in 
any of these procedures. Adequate facilities for prompt resuscitation must be im- 
mediately available. 34 references. 4 tables. 


41. The Structure of Tracheal Cilia. HANS ENGSTROM, Stockholm, Sweden. Acta 
oto-laryng. 39:364-66, October 1951. 
By means of electron microscopy the structure of tracheal cilia has been studied ; 


The cilia are built up of an axial fibrillar core, ascending from a flask-shaped basal 
body. Around this bundle of fibrils is a thin fragile envelope, the ciliary sheath. 
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Just above the basal body there is a thin cuticular plate. From the lower end of 
the basal body a minute rootlet descends into the epithelial cell. 

The number of fibrils in each cilium is generally 10 (sometimes 9-11), thus show- 
ing a striking resemblance to the mobile spermatozoan tail. The fibrils are thought 
by the author to be the contractile elements of the cilia. The diameter of the fibrils 
seems to be around 300-500 A, in dried preparations. 

A number of photomicrographs demonstrating ciliary structures are presented. 
14 references. 6 figures. 


bronchology 


42. Extrathoracie Initial Symptoms in Bronchogenic Carcinoma. CHARLES ODERR, 


New Orleans, La. New Orleans M. & S. J. 104:255-58, January 1952. 


4 

Twenty men having bronchogenic neoplasm who presented themselves with the 
initial complaints other than chest symptoms have been reviewed. Metastases to 
brain, bone, neck, and mediastinum accounted for the initial complaint in seventeen 
of the cases. Three cases were found incidental to some other type of work-up. 

Men, especially between forty-five and fifty-five, who have any new chest com- 
plaint or exaggeration of old complaint, or whose symptoms simulate any of the 
extrathoracic syndromes mentioned here, should be thoroughly examined for 
bronchogenic neoplasm. Routine chest film is not enough. 13 references. 1 table. 


43. Mucoid Impaction of the Bronchi. nosert kr. SHAW, Dallas, Texas. J. Tho- 
racic Surg. 22:149-61, August 1951. 


Mucoid impaction of the bronchi is a newly recognized pathologic entity within 
the lungs, seen in patients who are either asthmatic or suffering from obstructive 
bronchitis. The underlying pathology is an impaction of viscid mucus into a 
bronchus distending the bronchus to much more than its normal size and actually 
destroying its walls. This impaction takes place at the second order branch bron- 
chus. Beyond the impaction there is cystic destruction of the lung. On roentgen 
examination, the condition is indistinguishable from neoplasms, and even at surgery 
it may be difficult to distinguish between neoplasm and mucoid impaction of the 
bronchus by palpating the underlying lung. Differentiation between the two con- 
ditions, however, is important, since a much more limited resection can be done for 
this condition than would be desirable for neoplasm. Eight patients having this 
condition have been seen by us. Six have had pulmonary resection, and two others 
have remained under observation. Significant points in the history, the underlying 
basic pathology, the life history of the condition and the indications for surgery are 
discussed. 7 figures.—Author’s abstract. 
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esophagology 


44. Diagnosis and Treatment of Esophageal Diseases. puiie THOREK, Chicago, 
J. A. M.A. 148:808-12, March 8, 1952. 


Esophageal surgery has made great strides in the field of carcinoma and in the 
numerous other conditions which this organ is heir to. Three physiologic con- 
strictions are present and located at (1) the level of the cricoid cartilage, (2) the 
arch of the aorta, (3) the esophageal hiatus. The greatest amount of irritation occurs 
at these constrictions. Some of the more common conditions which must be con- 
sidered are: atresias and tracheo-esophageal fistulas, diverticula of the esophagus, 
cardiospasm (achalasia), hiatus hernia, portal hypertension, carcinoma, benign 
tumors and perforations. 

Alresias and tracheo-esophageal fistulas: The most common defect is one in which 
the proximal end of the esophagus terminates as a blind pouch and the distal end 
joins the trachea to form a tracheo-esophageal fistula. This type of defect 
should be suspected when the newborn baby presents a symptom complex of the 
three “C's,” namely, coughing, choking, and cyanosis. 

Diverticula of the esophagus: Pulsion and traction types are these classifications. 
Surgically interest is shown in the pulsion type which occurs either in the neck or 
immediately above the diaphragm. The traction type is usually located in the 
region of the tracheal bifurcation where the chronically inflamed tracheal lymph 
nodes are found. These rarely produce symptoms, since they have a wide ostium, 

Cardiospasm (achalasia) of the esophagus: This condition is neither cardiac nor 
spastic. The outstanding symptoms are dysphagia, regurgitation, and pain. Med- 
ical management includes psychotherapy, antispasmodics, and dilatation. If these 
measures fail, then the operation of choice is Heller’s operation, which is a trans- 
abdominal extramucous esophagocardiomyotomy. 

Hiatus hernia: Three types have been described: the para-esophageal, in which 
the stomach herniates through the esophageal hiatus and lies parallel with an 
esophagus of normal length; the sliding type, in which the stomach is herniated 
through the hiatus but has pushed an esophagus of normal length upward, thus 
rendering it tortuous; and the hiatal hernia with a congenitally short esophagus, in 
which the upper part of the stomach is herniated through the hiatus because the 
esophagus has never attained its normal length. 

Portal hypertension: More recently splenic artery ligation, splenectomy, and 
hepatic artery ligation have been advocated. The author has performed six of the 
latter procedure, following the suggestion of Rienhoff. 


Carcinoma of the esophagus: What was considered a hopeless and inoperable con- 
dition only a decade ago presents at least a worthwhile challenge to the doctor of 
today. If present impressions are correct, the overall outlook and prognosis for the 
patient with carcinoma of the esophagus is better than the 5 per cent five year 
“cure” for carcinoma of the stomach. 
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Although the primary lesion may be extensive or may even show distant metas- 
tasis, it is always worthwhile to attempt a palliative resection, improving the pa- 
tient’s general condition and sense of well-being. If it is impossible to remove the 
primary growth, a short-circuiting procedure such as an esophagogastrostomy or an 
esophagojejunostomy may make the patient more comfortable. 1 reference. 2 
figures.—Author’s abstract. 


miscellaneous 


45. Neglected Factors in the Evaluation of Dizziness. NicHOLAS TOROK, Chicago, 
Ill. Kye, Ear, Nose & Throat Monthly 37:147-50, March 1952. 


Dizziness is not merely a symptom but a varied multiplicity of sensations and 
impressions. Definitions and classifications are indispensable in the study of the 
phenomenon but are of little help in the understanding, and, therefore in the as- 
sistance of the dizzy patient. In the final analysis, the dizzy sensation is a psychic 
phenomenon. The dizzy reaction is under the influence of the whole personality 
and variations of behavior may be manifested accordingly. In the evaluation of 
dizziness, it must also be remembered that this sensation is a physiologic or patho- 
physiologic entity, which may or may not be accompanied by other vestibular or 
autonomic nervous reactions, such as parallel symptoms. The most. significant 
approach to the understanding of dizziness is through personal contact with the 
sufferer. The expressive power of the language on the subject is poor. The history- 
taking has an extraordinary importance with as much value in the evaluation of 
complaints as all the possible objective findings. A short survey is given of the sub- 
jective interpretation of dizziness in 382 otoneurologically examined patients. 
6 references.-Author’s abstract. 


46. Tumors of the Mazillary Antrum. peELMAR F. WEAVER, Detroit, Mich. Laryngo- 
scope 62:139-59, February 1952. 


Benign tumors are discussed in some detail when their importance seems to 
justify it; others are mentioned briefly, and unusual case reports are listed. 

Giant cell tumor involving the maxillary antrum appears to be rare. Such a case, 
operated on by the author, is reported in some detail. 

Much consideration is given to cancer. Available reports indicate a conspicuous 
advantage of properly used electrocoagulation and radium over other methods of 
treatment. The importance of the grading of tumors is emphasized, and the prob- 
lem of metastasis is dealt with. Reports from large clinics indicate generally poor 
results following the use of roentgen ray treatment. The percentage of cures fol- 
lowing cold instrument resection is not striking. 
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Brief mention is made of representative cases in the author's experience, and a 
case of advanced squamous cell carcinoma is reported in some detail. Repair of 
the facial defect with a lined pedicle flap from the forehead is described and illus- 
trated. 50 references.— Author's abstract. 


17. The Trend of Psychotherapy in Otolaryngology. CONRAD K. GALE, New York, 
N.Y. Eye, Ear, Nose & Throat Monthly 30:601, 04, 618, November 1951. 


The use of antibiotics has reduced the need of surgical intervention to a very great 
degree in the practice of otolaryngology. With the advent of the antihistamine 
drugs, much of the otolaryngologist’s practice of allergy has disappeared. Even 
bronchoscopy and esophagoscopy are being done more and more by the thoracic 
surgeon and the gastroenterologist. In order to offset these inroads, the otolaryngol- 
ogist is entering more deeply into the fields of plastic and head and neck surgery. 
However, even today, in the practice of otolaryngology, the psychological approach 
to many perplexing complaints and illnesses is still new and barely touched upon. 
It is in these illnesses that have important psychological backgrounds that an im- 
portant new field is opened to the otolaryngologist. The author stresses the point 
that the otolaryngologist needs adequate preliminary training, and that he does not 
attempt to treat those conditions which fall within the province of the psychoana- 
lyst, requiring the skills of the specialist in that field. 


The author presents 3 cases. One, L, an adult woman complaining of frontal 
headaches supposedly caused by a sinus infection. No sinus infection was found. 
The basis of the headache was a conflict with her husband who objected to their 


daughter’s coming marriage. The threat to leave her husband brought back old 
emotional conflicts centering around security, which in turn brought on the head- 
aches. Insight plus supportive therapy were enough to produce marked reduction 
in the violence of the headaches. With the marriage of her daughter and the ability 
of the patient to recognize and handle the emotional conflicts involved came com- 
plete remission of the headaches. Of prime importance was the fact that the head- 
aches were no longer being unsuccessfully treated as the results of a sinus infection. 

The other two cases were illustrative of migraine headache and vasomotor rhi- 
nitis. The recognition of their psychological background was stressed, and the psy- 
chotherapeutic methods touched upon.— Author's abstract. 


18. Respiratory Difficullies in the Newborn as Related to Otolaryngology. KRAPLH C. 
CARPENTER, Marshalltown, Iowa. J. Iowa State Med. Soc. 61:353-59, 
August 1951. 


Asphyxia is a major factor in infant mortality in the first few days of life. In 
addition, asphyxia can produce histologic changes in the brain which may not be- 
come manifest until later in life. Disturbances in respiration in the newborn pro- 
duce more concern among physicians than any other abnormal conditions at birth. 
The otolaryngologist may be of material aid in the diagnosis and treatment cf some 
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physiology of the newborn is essential adequately to interpret physical and radio- 
graphic findings. Some degree of atelectasis is present at birth, and may be con- 
sidered as physiologic. Expansion of the newborn's lungs is a gradual process, and 
full aeration may require several days. 


1. Abnormalities of central nervous system 
a. Injury or faulty development of respiratory center 


~ 


of the respiratory abnormalities of the newborn. 


1. 
3. 
4. 


Intracranial birth injuries (edema—hemorrhage ) 


9 


3. 


2. Respiratory Tract 
Pulmonary atelectasis 


1. Resistance to expansion due to cohesion of moist surfaces, together with: 
a. Injury to respiratory center 
b. Imperfectly developed thoracic mechanism 
c. Bronchial obstruction due to aspiration of contents of amniotic sac, 
mucus, blood, ete. 
2. Increased turgor of pulmonary tissue due to congestion, edema and hem- 
orrhage associated with asphyxia 
3. Congenital alveolar dysplasia 
Congenital defects 
1. Agenesis or hypoplasia of lung 
2. Congenital tumor of trachea or bronchi 
3. Diaphragmatic hernia 
1. Congenital atresia of trachea or bronchus 
5. Congenital cysts of lung 
Infection 
1. Pneumonia 
Upper respiratory tract 
1. Anomalies of larynx 
a. Cysts—papillomata, ete. 
b. Decreased glottic lumen (partial atresia; webs) 
c. Congenital laryngeal stridor 
9 


A knowledge of the normal 


ConbitTions Propuctnc ABNORMALITIES OF RESPIRATION 


Prematurity (immaturity of cells of center) 
Altered circulation in utero 
Cerebral anoxia 


Chemical depression (analgesics and anesthetics) 


Trauma from labor 
Secondary to anoxia 
Caesarean section 


Nasal passages 
a. Persistent bucconasal membrane 
b. Choanal polyps 
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3. Mouth and pharynx 
a. Hypoplasia of mandible 
b. New growths (cysts at base of tongue, ranula, dermoid) 
c. Edema (face presentations) 
Mechanical compression of lungs, trachea or bronchi, arising in thorax 
1. Pneumothorax 
2. Emphysema; interstitial; mediastinal (Air block) 
3. Thymus 
f. Congenital paralysis of diaphragm 


3. Circulatory System 
1. Congenital heart disease 


2. Vascular anomalies 


4. Esophagus 
1. Congenital tracheoesophageal fistula 
2. Atresia of esophagus 
3. Paresis of hypopharynx and upper esophagus 


5. Subdiaphragmatic Pressure 
Polycystic kidneys 
2. Peritoneal effusion 
3. Intestinal distension 


6. Biochemical 
Adrenal hemorrhage (Waterhouse-Friederickson) 
Tetany of newborn 
-arathyroid deficiency 


Alterations of circulation in utero produce cerebral edema or hemorrhage, and 
may affect the respiratory center, or excess quantities of carbon dioxide may chem- 
ically depress its function. Analgesics or anesthetics administered to the mother 
may produce dangerous depression in the center. 


Intracranial birth injuries: Intrauterine anoxia, in addition to possible injury to 
the respiratory center, may produce intracranial edema and hemorrhage elsewhere. 
Intermittent cyanosis and irregular respirations in rate and depth are characteristic 
symptoms. Some degree of atelectasis is usually present, which is a sequel to the 
cerebral lesion. 

Pulmonary atelectasis: Only occasionally is bronchial obstruction the complete 
cause of extensive and persistent atelectasis. Atelectasis is generally considered 
to be a constant companion of every variety of asphyxia in the newborn, so it may 
be present in a variety of conditions such as intracranial hemorrhage, intrauterine 
anoxia, congenital vascular anomalies, prematurity, etc. Congenital alveolar dys- 
plasia is often confused with true atelectasis. 

Congenital diaphragmatic hernia may manifest symptoms of digestive, respira- 
tory or circulatory nature, depending on the size of the hernia. Roentgen examina- 
tion will usually provide the true diagnosis. 
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Abnormalities of the larynx, such as a small glottic lumen, or webs, have been 
recorded. Edema of the hypopharynx and larynx can occur from obstetric trauma 
in face presentations. 

In the nose, a congenital atresia of the postnasal orifices may produce some 
asphyxia, because of the inherent desire of the newborn for normal respiration. The 
patency of the nasal passages should be ascertained in all cases of asphyxia. 

Spontaneous pneumothorax occurs in about | per cent of newborn, but only an 
occasional infant will show respiratory difficulties from the pneumothorax. Pneumo- 
thorax may coexist with pneumomediastinum and interstitial pulmonary emphy- 
sema. 

The controversy over the thymus still exists, but it is generally conceded that the 
true tracheal compression due to an enlarged thymus must be extremely rare. 

An increasing interest in congenital vascular anomalies has been seen the past 
few years, because of better surgical technics for their correction. Of special interest 
are congenital vascular rings around the trachea, produced by anomalies of the aorta 
and its intrathoracic branches. 

The esophagus may produce respiratory symptoms from such conditions as con- 
genital atresia and tracheoesophageal fistulae. Brilliant advances in surgery ol 
these conditions have been accomplished, so that a substantial number of infants 
may recover. Paresis of the hypopharynx and upper esophagus from immaturity 
of motor innervation may produce asphyxia by aspiration of unswallowed mucus 
or food. 

The diaphragm may show paralysis on one side, Characteristic physical findings 
and roentgenograms will aid in the diagnosis. 

The consulting otolaryngologist should be acquainted with the various con- 
ditions which can produce respiratory disturbances in the newborn. A careful 
appraisal of the infant, good roentgenograms, ete., will exclude a large number of 
diagnostic problems. Patency of the nasal airways should be ascertained. Direct 
laryngoscopy may be necessary, and is easily performed. Aspiration of the tracheo- 
bronchial tree is easily accomplished by a small catheter. Symptoms pointing to a 
possible esophageal abnormality may necessitate the passage of a small catheter 
through the esophagus. Confirmation of any abnormal findings can be secured by 
contrast radiography, using iodized oil. Endoscopic procedures on the newborn are 
regarded as essential in certain conditions, but the routine practice of endoscopy 
for all cases of asphyxia is to be condemned. 30 references.—Author’s abstract. 
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A NEW AUDIOMETER? 


Otologists have steadily widened the range of 
hearing tests in routine analysis. They have de- 
manded new tests, improved accuracy, better control 
of ambient-noise during testing—factors adding up 


TWO AIR RECEIVERS — 
Occlusion of ear not under 
test. Switch tone or speech 
from ear to ear without re- 
versing headband. 


to new, higher standards which today have been 


adopted in practice by progressive otologists 
throughout the nation. - 


To meet these standards, a completely new 


Rare audiometer was developed by the Maico Labora- 

re ee. tories: the “H-1." A few of the advanced features 

incorporated in this new precision instrument are 
“BALANCE” CONTROL—Supply shown at the (left) ... 

tone or voice to both ears, Every important new refinement for your office 

either ear, or fade from one audiometry is possible with the Maico H-1... yet 

to another. this instrument is priced no higher than audiometers 


TONE-INTERRUPTER REVERSAL 
— You can either interrupt the 
tone, or supply tone-pulses. 


of limited technical capacity. 

You are invited to see and try the new H-1, 
without cost or obligation. Mail the coupon below 
for am appointment at your convenience. 


"90% of ALL America’s precision hearing 
tests are made with Maico-built audiometers.” 
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THE MAICO COMPANY, INC. 

-¥3 maica B.dg., Minneapolis 1, Minn 

O I wish a demonstration (without § 
obligation) of the new Maico H-1. i 

O Send me descriptive and technical 
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